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Requirements  for  the  Degree  of  Doctor  of  Philosophy 

FACTORS  RELATED  TO  HELP-SEEKING  BY  DEPRESSED 
SYMPTOMATIC  VOLUNTEERS  AND  CLINIC  PATIENTS 

By 

Geraldine  Heller  Amori 
December,  1987 

Chairman:   Larry  C.  Loesch 

Major  Department:   Counselor  Education 

The  availability  of  volunteers  for  research  on 
antidepressant  medications  has  raised  questions  about 
similarities  between  symptomatic  volunteers  (i.e.,  persons 
requesting  treatment  through  drug  research  programs)  and 
clinic  patients  (i.e.,  persons  requesting  counseling 
services  for  depression) .   Symptomatic  volunteers  and  clinic 
patients  have  been  shown  to  have  some  similarities  in  regard 
to  depressive  symptoms  and  responses  to  treatment.   However, 
it  was  unknown  whether  they  differed  in  regard  to  other 
factors  related  to  help-seeking-behavior.   Therefore,  the 
purpose  of  this  study  was  to  investigate  possible 
differences  between  symptomatic  volunteers  and  clinic 
patients  in  regard  to  their  demographic  characteristics  and 
reasons  for  seeking  help;  depressive  symptomatology,  as 
measured  by  the  Beck  Depression  Inventory  (BDI) ;  and  coping 
styles  in  interactions  with  health  care  givers  and 
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perceptions  of  psychosocial  stress  as  measured  by  the  Millon 
Behavioral  Health  Inventory  (MBHI) . 

Respondents  to  newspaper  advertisements  for  symptomatic 
volunteers  and  new  (depressed)  clinic  patients  at  a 
university-based,  outpatient  counseling  facility  received 
packets  containing  the  BDI,  MBHI,  and  a  questionnaire 
developed  for  the  study.   Basic  criterion  for  inclusion  in 
'  '*      the  study  was  a  BDI  score  >9 .  The  first  30  respondents  in 
"  i       each  group  meeting  this  criterion  constituted  the  sample. 

No  significant  differences  (p  <  .05)  between  the  groups 
were  found  in  regard  to  age,  gender,  educational  level, 
marital  status,  coping  styles  with  help  givers,  perceptions 
of  psychosocial  stress,  or  overall  depression  severity. 
However,  symptomatic  volunteers  were  found  to  be  sadder, 
more  discouraged,  less  interested  in  others,  and  to  have 
greater  difficulty  in  decision  making  than  clinic  patients. 
Symptomatic  volunteers  also  more  frequently  reported 
financial  concerns  as  an  important  factor  in  the  decision 
about  the  method  of  seeking  help  for  depression.   However, 
they  reported  the  desire  to  find  effective  treatment  as  the 
primary  factor  in  the  decision.   Clinic  patients  cited 
"being  referred"  as  primary  in  the  method  of  seeking-help 
decision,  with  desire  for  effective  treatment  being 
secondary. 

Results  of  this  study  suggest  that  volunteers  for  drug 
research  are  similar  in  important  ways  to  persons  who  seek 
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counseling  services  for  similar  symptomatology.  They  -also 
suggest  that  financial  concerns  are  an  important  factor  in 
the  method  of  help-seeking  selected. 
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CHAPTER  I 
INTRODUCTION 


The  difference  between  individuals  who  seek  treatment 
for  emotional  problems  and  those  who  avoid  such  help  is  of 
interest  to  counseling  practitioners  and  to  service  program 
administrators  (Brown,  1978;  Jellinek,  1978;  Robinson  & 
Young,  1982;  Veroff,  1981;  Yokopenic,  Clark,  &  Aneshensel, 
1983) .   Although  these  factors  have  been  fairly  well 
delineated  in  the  literature,  there  is  a  subgroup  of 
help-seekers  about  whom  little  is  known.   This  group  is 
composed  of  individuals  who  seek  help  for  emotional  problems 
through  the  structure  of  clinical  research  programs. 
Although  these  individuals  are  seeking  help,  they  are  not 
doing  so  through  traditional  means.   They  are  responding  to 
the  efforts  of  researchers  through  recruitment  tactics  such 
as  newspaper  advertisements,  brochures,  and  stories  in 
newspapers  and  newsletters.   This  segment  of  the 
treatment-seeking  population  is  unique  in  their  concurrent 
lack  of  affiliation  with  treatment  providers  and  their 
self-identified  need  for  help.   Of  particular  interest  here 
are  those  individuals  who  volunteer  for  depression  treatment 
studies. 
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Depression  has  been  identified  as  the  most  common 
psychological  disorder  and  one  of  the  top  three  health 
problems  in  the  United  States,  having  a  frequency  of 
occurance  about  equal  to  hypertension  (Cole,  Schatzberg,  & 
Frazier,  1978;  Freedman,  1984;  Kline,  1976).   Further, 
approximately  50%  to  70%  of  all  suicide  victims  are  found  to 
have  characteristics  which  might  indicate  the  presence  of  a 
serious  depression  at  the  time  of  the  suicidal  act.  About 
15%  of  all  serious  depressions  eventually  terminate  in 
suicide  (Goodman  &  Guze,  1984;  Roy,  1983). 

The  term  depression  is  correctly  applied  to  an  entire 
disorder  continuum.   According  to  lay  terminology, 
depression  can  refer  to  a  continuum  of  distress  from  the 
"symptom"  of  "feeling  depressed,  sad  or  down"  through 
transient  depressive  states  to  the  affective  disorder 
(Goodwin,  1982) .   Transient  depression,  defined  by  the 
presence  of  one  of  more  of  the  symptoms  of  major  depression, 
appears  to  be  prevalent  in  society  with  some  symptoms,  such 
as  sleep  disturbance  and  difficulty  concentrating,  having  as 
great  a  prevalence  rate  as  46%  (Craig  &  Van  Natta,  1979)  . 

Major  depressive  disorder  is  defined  by  the  Diagnostic 
and  Statistical  Manual  of  Mental  Disorders  (DSM-III)  as  a 
prolonged  mood  disturbance  in  which  the  prominent  mood  is 
sad,  down,  depressed,  or  irritable.   In  addition,  at  least 
four  of  the  following  symptoms  must  be  present  for  at  least 
2  weeks:  (a)  appetite  change,  (b)  sleep  disturbances, 
(c)loss  of  interest  in  normally  pleasurable  activities. 
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r  ■  (d)  feelings  of  guilt  or  worthlessness,  (e)  difficulties  in 
thinking  and  concentration,  (f)  frequent  thoughts  of  death 
or  suicide,  (g)  fatigability  or  heaviness  in  limbs,  and 
(h)  either  being  physically  slowed  down  or  agitated 
(American  Psychiatric  Association,  1980,  pp.  210-215) . 

The  somatic  complaints  associated  with  depression  can 
contribute  to  confusion  about  appropriate  treatment  by 
masking  the  underlying  condition.   For  example,  depression 
can  present  somatic  concerns  such  as  sleep  disorders, 
fatigue,  or  gastrointestinal  disturbance.   The  individual 
may  even  attribute  the  anhedonia,  a  major  feature  of 
depression,  to  fatigue.   This  may  lead  the  individual  to  the 
family  physician  with  a  description  of  physical  symptoms 
that  may  be  difficult  to  diagnose  if  the  mood  disturbance  is 
attributed  to  the  physical  symptoms  or  if  the  patient  fails 
to  recognize  or  admit  the  presence  of  the  dysphoric 
condition  (Moore,  Silimperi,  &  Bobula,  1978;  Widmer  & 
Cadoret,  1983) . 

Many  individuals  who  do  not  meet  the  diagnostic 
criteria  for  major  depressive  episode  are,  nonetheless, 
experiencing  depressive  symptoms.   These  individuals  may  be 
reacting  to  a  life  event  or  they  may  be  experiencing  a 
psychological  or  physical  problem  with  depression  as  a 
symptom.   If  these  symptoms  persist  or  interfere  with 
individual  abilities  to  function  effectively,  it  is 
reasonable  to  assume  that  they  might  seek  help  in  the  form 
of  counseling  or  other  treatment. 
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Surprisingly,  even  in  the  face  of  psychic  discomfort, 
people  do  not  necessarily  seek  treatment  simply  because  it 
is  needed.   Yokopenic,  Clark,  and  Aneshensel  (1983)  found 
that  approximately  one-third  of  the  people  in  their  sample 
who  had  serious  depressive  symptoms  either  "denied"  their 
concerns  or  were  "unwilling"  to  label  their  concerns  as 
depression.   Of  the  remaining  two-thirds,  only  about 
one-third  sought  treatment.   Although  it  might  be  argued 
that  knowledge  of  available  treatment  would  be  imperative 
for  treatment-seeking  to  occur,  even  knowledge  is  not  always 
sufficient.   A  follow-up  study  of  referrals  from  a 
psychiatric  emergency  room  showed  that  42%  of  the 
individuals  given  specific  referrals  did  not  follow  through 
with  either  a  call  or  a  visit  to  the  referral  agency 
(Jellinek,  1978) .   This  is  one  major  indication  that 
treatment-seeking  behavior  is  complex  and  related  to  more 
than  the  availability  of  treatment  providers  in  the 
community. 

Differences  in  treatment-seeking  have  been  positively 
associated  with  increased  age,  Caucasian  race,  female 
gender,  higher  educational  level,  and  increased  severity  of 
depression  (Brown,  1978;  Jellinek,  1978;  Yokopenic,  Clark,  & 
Aneshensel,  1983).   In  addition,  it  appears  to  be  related  to 
positive  expectations  about  the  efficacy  of  help  (Veroff, 
1981) .   Avoidance  of  treatment-seeking  appears  to  be 
related  to  stigma  of  treatment  (Robinson  &  Young,  1982) , 
denial  of  the  problem  or  lack  of  problem  recognition 
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(Jellinek,  1978;   Yokopenic,  Clark,  &  Aneshensel,  1983),  and 
a  sense  of  self-reliance  with  regard  to  solving  personal 
problems  (Brown,  1978;  Yokopenic,  Clark,  &  Aneshensel, 
1983)  . 

Although  the  differences  between  those  who  seek 
treatment  and  those  who  do  not  are  important,  there  is  a 
third  group  to  be  considered.   This  group  is  composed  of 
those  who  do  not  seek  treatment  through  the  "usual"  channels 
of  a  clinical  setting,  but  who,  instead,  use  a  more  indirect 
approach  such  as  responding  to  recruitment  efforts  of 
researchers  looking  for  symptomatic  volunteers  to 
participate  in  depression  medication  research. 

Depression  drug  research  is  one  form  of  research  being 
conducted  under  the  New  Drug  Application  process  used  by  the 
pharmaceutical  industry  in  its  efforts  to  develop  new 
antidepressant  medications.   The  New  Drug  Application 
process,  which  is  delineated  by  the  United  States  Code  of 
Federal  Regulations,  is  the  procedure  by  which  all  new 
medications  become  approved  for  marketing  by  the  United 
States  Food  and  Drug  Administration  (U.S.  Code  of  Federal 
Regulations,  Part  312.1). 

There  are  two  types  of  volunteers  for  medical  research: 
normal  volunteers  and  symptomatic  volunteers.   Normal 
volunteers  are  healthy  individuals  who  agree  to  participate 
in  research  that  investigates  the  effects  of  drugs  or 
procedures  on  normal  physiology.   Symptomatic  volunteers  are 
individuals  with  a  disorder  who  agree  to  participate  in 
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.  ^»  ■     research  on  the  effects  of  new  drug  or  procedural 

treatments.   Both  normal  and  symptomatic  volunteers  are 
widely  used  in  the  testing  of  new  medications. 

By  law  and  regulation,  the  United  States  Food  and 
Drug  Administration  requires  that  drugs  go  through  four 
levels  of  investigation  before  being  approved  for  use  by  the 
public.   Phase  One  studies  are  the  pre-clinical  trial 
studies  designed  to  investigate  the  initial  drug  dose 
applications  and  adverse  drug  effects  in  healthy  humans 
(i.e.,  normal  volunteers).   Phase  Two  studies  are  designed 
to  test  the  primary  efficacy,  tolerance,  and  dose  levels  of 
proposed  new  medications  on  a  strictly  controlled  clinical 
population  so  that  the  drug  effects  can  be  discriminated  as 
much  as  possible.   Phase  Three  and  Phase  Four  studies  are 
designed  to  determine  the  efficacy  compared  to  standard 
treatments  as  well  as  the  long-term  effects  of  the  proposed 
treatment.   Phase  Three  and  Phase  Four  studies  also  adhere 
to  strict  protocols  and  procedures,  but  involve  the  use  of 
individuals  with  the  disorder  to  be  treated  in  a  less 
restricted  clinical  population  than  earlier  phase  studies. 
The  use  of  volunteers  in  all  four  phases  is  required  by  the 
New  Drug  Application  process  (U.S.  Code  of  Federal 
Regulations,  Part  312.1,  #6  &  #7,  p.  63). 

Symptomatic  volunteers  are  accepted  for  studies  based 
upon  strict  criteria  intended  to  ensure  that  the  drug  or 
procedure  will  be  tested  only  for  the  purpose  designated  and 
that  the  results  are  not  influenced  by  extraneous  medical 
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conditions.   The  criteria  include  diagnostic  standards  and 
exclude  potential  subjects  who  may  have  medical  conditions 
that  could  mimic  the  disorder  or  interfere  with  treatment. 
Accordingly,  symptomatic  volunteers  are  important  for  the 
study  of  new  drugs  for  treatment  of  depression. 

It  is  common  practice  to  recruit  symptomatic  volunteers 
through  newspaper  advertising,  brochures,  and  public  service 
announcements  because  the  number  of  available,  appropriate 
persons  to  participate  in  depression  research  is  limited  in 
clinic  populations.   Clinic  populations  are  generally 
inaccessible  for  research  because  the  individuals  are 
currently  involved  in  ongoing  treatment  or  may  have 
concurrent  medical  conditions  which  make  them  inappropriate 
for  clinical  trials  (Hersen,  Bellack,  &  Himmelhoch,  1981) . 

Typically,  many  more  people  than  meet  the  strict 
protocol  acceptance  criteria  respond  to  calls  for  research 
volunteers  (Barrett,  1981;  Brauzer  &  Goldstein,  1973; 
Hersen,  Bellack,  &  Himmelhoch,  1981;  Thase,  Last,  Hersen, 
Bellack,  &  Himmelhoch,  1984) .   Thus,  the  process  of 
recruitment  typically  identifies  many  individuals  who  are 
willing  to  be  treated  and  who  are  not  seeking  treatment 
through  traditional  means. 

Individuals  who  seek  help  through  depression 
medication  studies  have  been  shown  to  be  similar  to  clinic 
populations  on  a  variety  of  factors.   They  are  usually 
similarly  depressed  (Barret,  1981;  Hersen,  Bellack,  & 
Himmelhoch,  1981;  Overall,  Goldstein,  &  Brauzer,  1970)  and 
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demographically  similar  on  the  variables  of  gender,  age,  and 
educational  level  (Brauzer  &  Goldstein,  1973;  Thase  et  al., 
1984) .   Regarding  psychological  factors,  Hersen,  Bellack, 
and  Himmelhoch  (1981)  found  no  significant  differences 
between  45  female  clinic  patients  and  37  female  depressed 
symptomatic  volunteers  on  measures  for  social  adjustment  or 
assertiveness.   However,  Parker  and  Blignault  (1983)  found 
that  symptomatic  volunteers  were  slightly  less  extroverted 
on  the  Eysenck  Personality  Inventory  than  a  comparable 
clinic  population.   Furthermore,  symptomatic  volunteers 
appear  more  likely  to  be  married  and  to  have  slightly  lower 
depression  scores  and  longer  episodes  of  depression  prior  to 
seeking  treatment  (Parker  &  Blignault,  1983;  Thase  et  al., 
1984)  . 

Given  the  similarities  of  symptomatic  volunteers  to 
clinic  populations  and  the  availability  of  traditional  forms 
of  treatment,  it  can  only  be  conjectured  what  might  lead 
depressed  individuals  to  seek  treatment  through  research 
programs.   Finances,  social  acceptability  of  participation 
in  research,  and  desires  for  the  newest  treatment  available 
all  may  play  a  role  in  the  decision  to  seek  help  in  a 
non-traditional  manner.   Basic  coping  styles  and  attitudes 
towards  psychosocial  stressors  and  basic  coping  styles  which 
may  impact  on  the  individual's  style  of  interaction  with 
health  care  givers  also  may  play  an  important  role  in  the 
decision  to  participate  in  depression  research  in  lieu  of 
seeking  help  through  clinical  services. 
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On  the  other  hand,  there  are  factors  which  lead 
individuals  to  seek  treatment  from  therapists.   These 
factors  might  not  only  be  belief  of  treatment  efficacy  and 
lack  of  fear  of  dependency  (as  suggested  by  Veroff ,  1981) , 
but  they  also  may  relate  to  styles  of  interaction  with 
health  care  givers  that  render  individuals  willing  to  seek 
help  through  traditional  channels. 

The  differences  in  coping  styles  between  symptomatic 
volunteers  for  depression  research  and  clinic  patients  was 
unknown.  A  professional  bias  was  that  individuals  who  are 
depressed  should  seek  treatment.  The  fact  that  there  are 
many  willing  volunteers  for  depression  research  who  are  not 
in  treatment  may  indicate  important  differences  within  the 
population  of  people  who  need  treatment. 

Need  for  the  Study 
If  the  differences  between  symptomatic  volunteers  and 
clinic  patients  were  known,  then  statements  could  be  made 
about  current  theories  of  help-seeking  behavior.   For 
example,  by  knowing  if  there  are  differences  between  the 
groups  on  the  variables  measured,  then  there  could  be 
established  better  direction  for  research  into  the  complex 
aspects  of  treatment-seeking  behavior.   If  no  differences 
emerge,  the  research  into  the  differential  choice  of 
treatment-seeking  modes  can  be  directed  into  other  avenues 
of  exploration. 
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Counselors  and  counselor  educators  could  benefit  from 
knowing  whether  differences  exist  between  the  groups  of 
treatment  seekers  with  regard  to  coping  styles  and  attitudes 
towards  psychosocial  stressors  because  these  variables 
impact  directly  on  individual  approaches  and  abilities  to 
follow  through  with  treatment.  No  differences  between  the 
groups  might  imply  that  the  identified  variables  are  not  at 
issue  and  do  not  require  a  change  on  the  part  of  counselor 
practitioners;  however,  differences  between  the  groups  might 
suggest  the  need  for  changes  in  the  presentation  or 
provision  of  counseling  services  for  depressed  individuals 
in  order  to  attract  the  greatest  number  of  those  who  could 
benefit  from  treatment. 

Purpose  of  the  Study 
The  clinic  patient  and  the  volunteer  for  a  research 
study  have  chosen  different  ways  to  seek  help.   The  purpose 
of  this  study  was  to  explore  how  depressed  (symptomatic) 
volunteers  who  seek  help  by  participation  in  a  research 
project  and  depressed  clinic  patients  may  vary.   More 
specifically,  this  study  was  designed  to  determine  if  there 
were  differences  between  symptomatic  volunteers  and  clinic 
patients  in  terms  of  demographics,  levels  of  depression, 
reasons  for  choice  of  treatment  setting,  basic  coping 
styles,  and  attitudes  towards  psychosocial  stressors. 
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Research  Questions 
The  research  questions  for  this  study  were 

1.  Are  there  differences  between  symptomatic 
volunteers  and  clinic  patients  on  the  demographic 
variables  of  age,  gender,  educational  level, 
marital  status,  or  income? 

2.  Are  there  differences  between  symptomatic 
volunteers'  and  clinic  patients'  levels  of 
depression? 

3.  Are  there  differences  between  symptomatic 
volunteers'  and  clinic  patients'  stated 
(self-reported)  reasons  for  choice  of  treatment 
mode? 

4.  Are  there  differences  between  symptomatic 
volunteers'  and  clinic  patients'  basic  coping 
styles? 

5.  Are  there  differences  between  symptomatic 
volunteers'  and  clinic  patients'  attitudes  towards 
psychosocial  stressors? 

Definition  of  Terms 
For  the  purposes  of  this  study,  key  words  and  terms  were 
defined  as  follows: 

Basic  coping  styles —  A  term  used  to  describe  automatic 
patterns  of  responding  to  people  and  events  in  the 
environment  based  upon  the  individual's  personal 
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style,  the  type  of  environmental  and  interpersonal 
reinforcements  sought,  and  the  actions  used  to 
achieve  those  reinforcements. 

1.  Introversive  coping  style —  A  style  of 

interacting  with  health  care  givers 
characterized  by  a  lack  of  initiative 
and  autonomy.   It  is  thought  to  be  a 
personality  characteristic, 
operationalized  for  this  study  by 
measurement  on  the  Millon  Behavioral 
Health  Inventory. 

2.  Inhibited  coping  style —  A  style  of 

interacting  with  health  care  givers 
characterized  by  a  shy  approach  to 
people  and  need  for  encouragement.   It 
is  thought  to  be  a  personality 
characteristic,  operationalized  for  this 
study  by  measurement  on  the  Millon 
Behavioral  Health  Inventory. 

3 .  Cooperative  coping  style —  A  style  of 

interacting  with  health  care  givers 
characterized  by  a  tendency  to  develop 
dependency  on  professionals  and  a  need 
for  specific  instruction.   It  is  thought 
to  be  a  personality  characteristic, 
operationalized  for  this  study  by 
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measurement  on  the  Millon' Behavioral 
Health  Inventory. 

4.  Sociable  coping  style —  A  style  of 

interacting  with  health  care  givers 
characterized  by  early  compliance  with 
the  therapeutic  process  which  diminishes 
over  the  course  of  treatment.   It  is 
thought  to  be  a  personality 
characteristic,  operationalized  by 
measurement  on  the  Millon  Behavioral 
Health  Inventory. 

5.  Confident  coping  style —  A  style  of 

interacting  with  health  care  givers 
characterized  by  calm,  confident 
behavior  which  is  thought  to  mask  an 
underlying  concern  about  the 
individual's  well-being.   It  is  thought 
to  be  a  personality  characteristic,' 
operationalized  by  measurement  on  the 
Millon  Behavioral  Health  Inventory. 

6.  Forceful  coping  style —  A  style  of  interacting 

with  health  care  givers,  characterized 
by  the  need  for  direct,  strong  guidance 
and  direction  to  ensure  treatment 
compliance.   It  is  thought  to  be  a 
personality  characteristic. 


14 
operational ized  by  measurement  on  the 
Millon  Behavioral  Health  Inventory. 

7.  Respectful  coping  style —  A  style  of 

interacting  with  health  care  givers 
characterized  by  a  tendency  for  the 
individual  to  deny  any  symptoms  or 
problems  while  complying  with  treatment 
procedures.   It  is  thought  to  be  a 
personality  characteristic, 
operational ized  by  measurement  on  the 
Millon  Behavioral  Health  Inventory. 

8.  Sensitive  coping  style —  A  style  of 

interacting  with  health  care  givers 
characterized  by  variable  and 
unpredictable  compliance  with  treatment 
recommendations  or  prescriptions.   It  is 
thought  to  be  a  personality 
characteristic,  operationalized  by 
measurement  on  the  Millon  Behavioral 
Health  Inventory. 

Clinic  Patient —  An  individual  who  seeks  help  for 
psychological  distress  (depression)  in  a 
traditional  setting  (i.e.,  clinic  or  specific 
clinician) . 

Depressed  symptomatic  volunteer —  An  individual  who  has 
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volunteered  for  a  research  study  who  is 

experiencing  a  depression. 
Depression —  A  mood  disturbance  accompanied  by  at  least  one 

symptom  of  serious  depression,  and  for  the 

purposes  of  this  study,  a  score  of  at  least  10  on 

the  Beck  Depression  Inventory. 
Depression  Study  (aka.  Drug  Treatment  Study,  Clinical 

Trial) —  A  term  used  to  refer  to  UpJohn  Protocol 

R-6331,  a  clinical  study  of  a  new  antidepressant 

medication. 
Educational  level —  A  term  used  to  describe  the 

individual's  number  of  completed  years  of  formal 

education. 
Income —  A  term  used  to  describe  the  estimated  income  of 

the  family  unit  to  the  nearest  $1,000. 
Marital  status —  A  term  used  to  describe  the  nature  of  the 

individual's  living  situation  (i.e.,  single- 
never  married,  married,  divorced,  remarried, 

cohabitating,  widowed) . 
Perceptions  of  psychosocial  stress —  A  term  used  to 

describe  a  style  of  perceiving  stress  thought  to 

influence  the  presence  of  illness  in  an 

individual. 

1.  Chronic  tension —  A  style  of  perceiving  in  which 
the  individual  tends  to  exist  in  a  state 
of  self-imposed,  constant  tension.   It 
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is  operationalized  by  measurement  by  the 
Millon  Behavioral  Health  Inventory. 

2 .  Recent  stress —  A  style  of  perceiving  in  which  the 

individual  attributes  significance  to 
recent  events.   It  is  operationalized  by 
measurement  by  the  Millon  Behavioral 
Health  Inventory. 

3.  Social  alienation —  A  style  of  perceiving  in  which 

the  individual  experiences  little 
ability  to  rely  on  social  support 
systems.   It  is  operationalized  by 
measurement  by  the  Millon  Behavioral 
Health  Inventory. 

4 .  Somatic  anxiety —  A  style  of  perceiving  in  which 

health  problems  which  may  take  on  an 
overwhelming  focus  of  attention  and 
concern  to  the  individual.   It  is 
operationalized  by  measurement  by  the 
Millon  Behavioral  Health  Inventory. 

Reason  for  treatment  mode  selection —  Stated  reasons  for  an 
individual's  decision  to  seek  treatment  at  the 
University  Associates  in  Psychiatry  or  to 
participate  in  the  depression  study. 

Serious  depression/major  depressive  episode —  A 
psychological  disorder  marked  by  subjective 
feelings  of  sadness  and  loss  of  enthusiasm  for 
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life.   The  symptoms  must  be  persistent,  last  at 
least  2  weeks,  and  must  include  at  least  three  of 
the  following:  loss  of  energy,  fatigue,  loss  of 
interest  in  usual  activities,  loss  of  interest  in 
sex,  sleep  disturbances,  appetite  changes, 
thoughts  of  death  or  suicide,  feelings  of  guilt  or 
worthlessness,  and  difficulty  thinking  or 
concentrating.  (This  definition  based  upon 
diagnostic  criteria  for  major  depressive  disorder 
as  delineated  by  the  Diagnostic  and  Statistical 
Manual-Ill.) 
Symptomatic  volunteer  (SV) —  An  individual  with  a  disorder 
who  agrees  to  participate  in  research  to  test  a 
proposed  treatment  or  medication. 

Overview  of  the  Paper 
Chapter  I  was  an  introduction  to  an  unknown  associated 
with  the  widespread  use  of  symptomatic  volunteers  for 
depression  research.   Symptomatic  volunteers  appear  to  be 
individuals  with  unmet  treatment  needs  who  enter  the 
treatment  system  through  research  protocols.   Chapter  II 
will  contain  a  review  of  the  literature  related  to 
depression,  treatment-seeking  behavior,  symptomatic 
volunteers,  and  the  instruments  used.   The  details  of  the 
research  method  for  this  study  will  be  presented  in  Chapter 
III.   Chapter  IV  will  contain  the  results  of  the  study, 
while  problems  encountered  in  conducting  the  study. 
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implications,  and  recommendations  will  be  discussed  in 
Chapter  V. 


CHAPTER  II 
RELATED  LITERATURE  AND  INSTRUMENTATION 


The  impetus  for  treatment-seeking  behavior  is  more 
complex  than  just  problem  recognition.   Although  researchers 
have  indicated  that  differences  in  demographic 
characteristics  (Asser,  1978;  Kessler,  Brown,  &  Broman, 
1981)  and  treatment  outcome  beliefs  (Cash,  Kerr,  &  Salzbach, 
1978;  Veroff,  1981)  are  pivotal  to  the  decision  to  seek 
help,  these  factors  alone  are  insufficient  to  explain  the 
phenomenon  of  the  symptomatic  volunteer. 

Symptomatic  volunteers  are  help-seekers  who  enter  the 
treatment  system  as  research  volunteers.   They  are  unique  in 
that  they  are  not  in  treatment,  subjectively  identify  having 
a  problem  needing  treatment,  and  voluntarily  seek  help  in 
response  to  recruitment  advertising.   Of  particular  interest 
are  depressed  persons  who  volunteer  for  treatment  studies. 
In  view  of  the  seriousness  of  depression,  these  individuals 
defy  the  clinical  expectation  that  they  would  seek  treatment 
through  the  usual  channel  of  a  clinic  setting. 

The  review  of  literature  will  include  what  is  known 
about  depression,  the  characteristics  of  treatment-seeking 
behavior,  the  characteristics  of  volunteers  for 
psychological  research,  and  what  is  known  about  symptomatic 
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volunteers  (SVs)  as  compared  to  clinic  populations.   In 
addition,  the  instruments  used  in  this  study  will  be 
discussed. 

Depression 
Definition  and  Clinical  Features 

The  term  "depression"  was  first  coined  as  a  diagnostic 
entity  about  1906  by  Adolph  Meyer  in  an  attempt  to  provide  a 
classification  for  a  disorder  which  had  dysphoria  as  the 
prominent  mood  (Kline,  1976;  Rippere,  1977).   Although  it  is 
helpful  to  be  able  to  classify  a  disorder,  the  use  of  the 
term  depression  leads  to  confusion  among  the  public  and 
professionals,  in  turn  leading  to  a  profusion  of  theories 
and  proposed  treatments. 

The  term  depression  can  be  applied  correctly  either  to 
a  symptom,  a  transient  mood,  or  a  serious  and  complex 
disorder.   Modern  lay  terminology  views  depression  along  a 
spectrum  ranging  from  transient,  "normal"  depression  to  a 
severe  affective  disorder  (Goodwin,  1982) .   For  the  purposes 
of  this  discussion,  the  focus  is  on  the  subjective 
experience  of  depression. 

The  major  depressive  disorder  involves  a  biological 
malfunctioning  associated  with  a  complex  response  of  the 
organism  to  the  environment  and  its  stressors  (Goodwin, 
1982;  Kline,  1976;  Prusoff,  Klerman,  &  Paykel,  1972;  Zung, 
Mahorney,&  Davidson,  1984).   According  to  Zung,  Mahorney, 
and  Davidson  (1984) ,  the  severity  of  depression  is 
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classified  separately  from  other  classifications.   A  person 
can  be  severely  emotionally  depressed  without  biological 
involvement.   By  the  same  token,  a  person  can  have 
biological  involvement  with  the  presence  of  a  less  intense 
dysphoric  mood.   Using  the  multiaxial  approach  to 
classification  proposed  by  Zung,  the  most  commonly  accepted 
and  agreed  upon  signs  and  symptoms  of  depression  as  a 
syndrome  include  (a)  pervasive  affective  disturbance, 
(b)  physiologic  disturbance,  (c)  psychomotor  disturbance, 
and  (d)  psychological  disturbance.   Although  these  factors 
are  part  of  the  diagnostic  criteria  for  a  major  depression 
as  required  by  the  clinical  trial  (Upjohn  protocol  R-6331) , 
for  the  purposes  of  this  study  the  subjective  experience  of 
depression  was  all  that  was  required. 

Epidemiology 

Psychologists  agree  that  depression  is  a  serious 
problem  in  society.   Nevertheless,  prevalence  rates  are 
based  upon  the  definition  of  depression  used  in  any 
particular  investigation.   It  is  difficult  to  ascertain 
exactly  how  much  depression  there  is  in  the  population  based 
solely  upon  identified  risk  factors. 

Craig  and  Van  Natta  (1979)  conducted  a  survey  of  the 
general  population  of  Washington  County,  Maryland  from  1971 
to  1973.   The  response  rate  was  80.5%  of  the  random  sample, 
with  a  total  of  1,672  respondents.   The  interview  instrument 
had  435  questions;  its  major  emphasis  was  on  depressed  mood 


22 
and  related  symptomatology.   The  investigators  examined 
responses  for  prevalence  and  persistence  of  depressive 
symptomatology.   The  results  indicated  that  the  prevalence 
of  the  16  major  depressive  symptoms  in  the  population  was 
indicative  of  a  high  rate  of  transient  depression.   Some 
symptoms,  such  as  sleep  disturbance  and  difficulty 
concentrating,  showed  point  prevalence  rates  as  high  as  46%. 
The  prevalence  of  depressive  symptoms  also  had  a  significant 
correlation  with  age,  differed  by  gender,  and  was  negatively 
correlated  with  educational  level. 

Cooke  (1982)  addressed  the  issue  of  disparity  among 
epidemiological  studies  by  conducting  a  study  considering 
specific  types  of  depressive  syndromes.  Four  hundred  and 
eight  randomly  selected  individuals  were  given  the  Zung 
Self-Rating  Depression  Scale  and  the  Kellner-Sheffield 
Self -Rating  Scale.  Using  a  principal  components  factor 
analysis,  Cooke  arrived  at  four  types  of  depressive 
syndromes:  "anxiety  depression",  "cognitive  depression", 
"vegetative  depression",  and  "classic-endogenous 
depression".   Cooke's  multiple  regression  analysis  of 
demographic  variables  showed  that  age  relationships  were 
similar  for  both  sexes  on  all  but  "cognitive  depression". 
Females  tended  to  show  increased  levels  of  depression  at  the 
climacterium  (35-55  years  according  to  Cooke's  study)  and 
over  65  years.   Females  also  had  significantly  higher  levels 
on  "anxiety"  and  "vegetative"  depression  than  men.   Both 
unemployed  males  and  unemployed  females  had  statistically 
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significantly  higher  levels  of  depression  than  those 
employed.   Marital  status  for  females  was  associated  with 
differences  in  "anxiety",  "cognitive",  and  "vegetative" 
depression.   Married  females  reported  higher  levels  of 
"anxiety"  depression  than  single  females.   Divorced  females 
reported  significantly  higher  levels  of  "anxiety  depression" 
than  all  other  groups.   Divorced  females  also  reported 
higher  levels  of  "cognitive  depression"  than  single  or 
married  women,  but  not  widowed  women.   Single  men  reported 
significantly  higher  levels  of  "cognitive  depression"  than 
either  widowed  or  married  men.   There  was  no  clear 
relationship  between  age  and  "cognitive  depression"  for  the 
total  sample.   However,  "vegetative  depression"  was 
positively  correlated  with  age  while  "classic  endogenous 
depression"  was  negatively  correlated  with  age.   Cooke 
suggested  that  the  general  decline  in  the  vegetative  system 
leads  to  increased  vegetative  symptoms  with  age.   With 
regard  to  marital  status,  single  men  showed  significantly 
more  "cognitive  depression"  than  married  or  widowed  men, 
whereas  divorced  women  had  significantly  higher  levels  of 
"cognitive"  and  "anxiety"  depression  than  either  married  or 
single  women.   Married  women  had  higher  levels  of  "anxiety" 
depression.   Cooke  concluded  that  age,  sex,  marital  status, 
employment  status,  and  social  class  were  related  to 
depression,  but  differentially  related  to  types  of 
depression. 
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As  part  of  the  procedures  for  the  Center  for 
Epidemiological  Studies,  Myers  et  al.  (1984)  reported  on  the 
e-month  prevalence  rates  for  psychiatric  disorders  based 
upon  a  random  sampling  of  all  housing  units  in  New  Haven, 
Connecticut;  Baltimore,  Maryland;  and  St.  Louis,  Missouri, 
from  1980  to  1982.   Data  were  gathered  using  the  Diagnostic 
Interview  Schedule  to  collect  information  for  a  diagnosis  of 
disorders  experienced  during  the  previous  6  months.   The 
most  common  disorders  for  both  men  and  women  were  phobias, 
substance  abuse  or  dependence,  dysthymia,  and  major 
depression.   All  three  communities  had  similar  age  and  sex 
differences  in  the  rate  of  disorders.   Most  common  for  women 
were  major  depression  and  phobias  whereas  for  men  substance 
abuse  disorders  were  most  prevalent.   These  findings  were 
similar  to  findings  of  a  previous,  similar  study  conducted 
in  1975-76  in  New  Haven. 

Based  upon  the  same  data,  Robins,  Helzer,  Weissman, 
Orvaschel,  Gruenberg,  Burke,  and  Regier  (1984)  reported  on 
the  lifetime  prevalence  of  the  common  disorders  identified. 
Overall,  one  adult  in  20  was  found  to  have  suffered  at  least 
one  major  depressive  episode.   In  general,  the  25-44  age 
group  significantly  exceeded  the  next  older  group  (ages 
45-65)  with  respect  to  drug  abuse  and  dependence,  major 
depressive  episode,  manic  episodes,  and  antisocial 
personality.   Furthermore,  higher  levels  of  education  and 
rural  residence  were  associated  with  low  levels  of  disorder. 
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Differences  between  blacks  and  whites  were  modest  and  not 
consistent  across  sites. 

The  negative  correlation  of  age  with  presence  of 
depression  was  confirmed  by  Blazer  (1982) .   In  a  point 
prevalence  study  of  depression  in  the  elderly,  he  indicated 
that  the  overall  rate  was  8.2%.   This  was  no  greater  than 
the  rate  at  any  other  stage  in  the  life  cycle.   What  was 
different  was  that  in  the  elderly  no  difference  in  occurence 
rate  existed  between  the  sexes.   Also,  although  incidence  of 
symptomatology  increased  with  age,  any  occurrences  of  major 
depressive  disorder  were  of  shorter  duration. 

Freedman  (1984)  combined  the  data  collected  in  the  1980 
Center  for  Epidemiological  Study  previously  cited  with  the 
same  data  collected  in  North  Carolina  and  Los  Angeles  to 
provide  some  epidemiologic  trends.   The  total  sample 
included  17,000  community  residents  who  were  given  the 
Diagnostic  Interview  Schedule  and  reinterviewed  at  one  year. 
The  preliminary  findings  indicated  that  17-2  3%  of  adults  had 
at  least  one  of  the  13  major  psychiatric  disorders  with  at 
least  5-6%  suffering  from  affective  disorders.   The  highest 
rates  for  all  disorders  were  in  the  25  to  44  year  old  age 
group . 

The  high  rate  of  prevalence  of  depression  does  not, 
however,  make  the  identification  of  the  disorder  simpler. 
The  somatic  symptoms  that  often  concern  the  individual  can 
supersede  the  mood  presentation  and  bring  the  person  to  the 
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family  practitioner's  office.   Often  patients  do  not  tell 
physicians  of  the  dysphoria  or  other  psychological 
experience  and  thereby  make  the  depression  difficult  to 
recognize  (Moore,  Silimperi,  &  Bobula,  1978;  Widmer  & 
Cadoret,  1983)  .   Depression  aJLso  has  been  the  most  common 
psychiatric  disorder  seen  by  family  medicine  practitioners 
(Justin,  1976;  Moore,  Silimperi,  &  Bobula,  1978;  Werkman, 
Mallory,  &  Harris,  1976;   Widmer  &  Cadoret,  1983) .   Given 
the  subtlety  of  the  disorder  and  the  somatic  concommitants 
of  depression,  it  is  not  surprising  that  some  individuals 
find  the  diagnostic  criteria  presented  as  part  of 
recruitment  information  for  studies  a  valuable  tool  in  the 
identification  of  a  possible  depressive  disorder. 

A  case  may  be  built  for  a  disorder  that  can  affect  a 
person  of  any  age,  sex,  or  socio-economic  background; 
however,  it  is  most  frequently  observed  in  women  between  25 
and  44  who  are  of  lower  educational  or  socio-economic 
status.   Most  depressives  first  seek  treatment  from  the 
family  practitioner,  if  help  is  sought  at  all.   Freedman 
(1984)  observed  that  the  unique  feature  of  this  disorder  is 
the  low  percentage  of  treatment  and  the  high  frequency  with 
which  the  non-psychiatric  physician  initially  encounters 
depression  and  anxiety  disorders.   In  fact,  estimates 
indicate  that  approximately  66%  of  depressions  remain 
untreated.  Of  that  66%,  5-15%  do  not  improve  and  remain 
stable  or  become  worse.   The  remaining  85-95%,  however,  do 
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remit  in  time,  usually  6  to  12  months,  or  longer  (Cole, 
Schatzberg,  &  Frazier,  1978,  p. 4). 

With  the  wide  range  of  symptom  severity  and  duration 
encompassed  by  the  use  of  the  term  "depression,"  it  is 
understandable  that  a  variety  of  etiological  theories  have 
evolved  to  describe  the  phenomenon. 

Theories  of  Depression 

Freud  suggested  that  depression  and  guilt  result  from 
anxiety  about  morals  and  fear  of  the  conscience  when  ideas 
or  actions  run  counter  to  internalized  moral  beliefs. 
Depression  thus  evolves  from  conflicts  within  the 
personality  structure,  acting  as  "an  open  wound,  drawing 
energy  to  itself  from  all  sides,  draining  the  ego  until  it 
is  totally  depleted"  (Wetzel,  1984,  p.  19).   Miller 
(translated,  1981)  further  stated  that  depression  is  a 
narcissistic  disturbance  in  which  the  individual's  desired 
belief  of  self  worth  is  "shaken"  through  external 
circumstances.   Therefore,  psychoanalytic  theory  can  be 
linked  to  moral  beliefs  about  causes  of  depression. 

Biochemical  theories  of  depression  include  genetic 
theories  linking  depression  with  recessive  genes,  and 
biogenic  amine  theories.   According  to  biogenic  amine 
theorists,  depletion  of  norepinephrine  (catecholamine 
theory)  or  serotonin  (indoleamine  theory)  cause  depression 
(Wetzel,  1984) .   More  recent  theorists  suggest  that 
interpersonal  factors  may  initially  mobilize  depression.   By 
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the  time  the  depression  has  developed  to  the  stage  where 
neurovegetative  signs  are  a  strong  component  of  the 
symptomatology,  however,  depression  becomes  biologically 
autonomous.   At  that  point,  the  depression  is  relatively 
resistent  to  psychological  interventions  until  medical 
treatment  alleviates  the  symptoms  or  until  the  episode  has 
run  its  course  (Wetzel,  1984) . 

The  most  popular  cognitive-behavioral  models  of 
depression  are  those  of  Martin  Seligman  and  Aaron  Beck. 
Seligman  (1975)  attributed  depression  to  a  learned  belief 
that  action  has  no  bearing  on  the  outcome  of  a  situation. 
Originally,  this  theory  evolved  from  animal  research  in 
which  rats  exposed  to  inescapable  shock  later  gave  up  effort 
more  easily  than  rats  exposed  to  escapable  shock  or  no  shock 
(Seligman,  1975) .   Seligman  suggested  that  three  conditions 
lead  to  learned  helplessness:   (a)  having  been  overprotected 
and  never  having  had  the  opportunity  to  learn  mastery  of  the 
environment;  (b)  having  never  previously  encountered 
failure,  and  thereby  never  having  learned  mastery;  and  (c) 
having  experienced  past  trauma  without  having  been  able  to 
control  the  negative  events  of  life. 

The  theory  chosen  to  support  the  basis  of  this  study  is 
Beck's  Cognitive  theory  of  Depression.   Beck  asserted  that  a 
negative  cognitive  set  established  in  childhood  is  the  basis 
of  later  depression.   The  attitudes  central  to  depression 
are  attitudes  towards  self,  environment,  and  the  future. 
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According  to  Beck,  the  individual  develops  a  wide 
variety  of  concepts  about  the  self  and  the  world  at  an  early 
age.   These  concepts  form  the  basis  of  a  "reality"  for 
perceiving  the  world.   When  the  reality  is  conceptually 
sound,  it  forms  the  basis  for  a  healthy  approach  to  the 
world.   A  reality  that  deviates  from  a  conceptually  sound 
position  leads  to  vulnerability  for  psychological  disorders. 

All  individual  concepts  and  attitudes  are  drawn  from 
early  experiences  and  from  the  attitudes  and  opinions  of  the 
individual  that  others  communicate.   A  child  who  learns  to 
feel  that  it  is  an  unintelligent  or  clumsy  person  will  begin 
to  interpret  future  experiences  from  that 
self-identification  framework.   Since  the  most  crucial 
concepts  for  future  psychological  problems  are  those  that 
relate  to  the  individual's  attitudes  towards  self,  the 
environment,  and  the  future,  and  since  attitudes  towards  the 
environment  and  the  future  are  in  part  based  upon  attitudes 
towards  self,  these  early  learnings  of  self-identification 
and  self -concept  are  pivotal  for  future  pathology. 

According  to  Beck's  theory,  the  individual  learns 
clusters  of  self-concepts.  Some  clusters  relate  to  ways  in 
which  the  individual  experiences  a  positive  sense  of  self 
and  competency  while  other  clusters  relate  to  bad  feelings 
about  self.   Those  areas  of  bad  feeling  set  up  a 
self -perpetuating  cycle  in  which  the  person  begins  to 
negatively  anticipate  and  interpret  certain  types  of 
experience  which  then  result  in  a  negative  reinforcement  of 
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the  original  attitude.   Each  experience  further  reinforces 
the  negative  self-attitude.   If  no  reverse  learning  occurs, 
the  negative  attitude  becomes  part  of  the  individual's 
cognitive  structure  and  thereby  a  permanent  part  of  the 
individual's  view  of  self  and  the  world. 

The  negative  attitudes  towards  self  become  a  potent 
precursor  for  depression  only  when  accompanied  by  a  learned 
value  judgment  that  it  is  not  acceptable  to  be  whatever  the 
negative  trait  might  be.   Furthermore,  individuals  must 
believe  it  is  their  fault  that  this  trait  is  present  in 
order  for  it  to  have  powerful  potential  for  being  a 
depressive  cognition. 

A  negative  attitude  toward  the  future  is  also  an 
essential  component  in  the  depressive  prone  individual.   A 
negative  attitude  towards  the  future  is  an  underlying  belief 
that  things  will  always  work  out  the  same  and  that  there  is 
nothing  people  can  do  to  change  either  their  perceptions  of 
the  world  or  how  they  are  treated  by  the  world. 

Beck  asserted  that  the  depression  prone  person  is 
vulnerable  on  the  basis  of  these  enduring  negative  attitudes 
about  self,  environment,  and  the  future.   For  periods  of 
time,  these  thoughts  may  be  non-active,  or  dormant. 
However,  they  are  always  present,  ready  to  be  activated 
fully  and  to  precipitate  depressive  symptomatology  in  the 
presence  of  certain  emotional  and  environmental  conditions. 

In  order  for  a  depressive  episode  to  be  activated,  the 
individual  must  experience  some  stressor  or  stressors  that 
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approximate  the  original  negative  experiences  which  formed 
the  attitude.   During  the  learning  phase  of  attitude 
development,  the  individual  becomes  sensitized  to  certain 
types  of  stressors.   When  these  conditions  are  expressed 
either  directly  or  indirectly  through  a  series  of  minor 
stressors,  the  depression  prone  individual  is  likely  to  slip 
into  a  depressive  state.   Non-depression  prone  individuals 
may  interpret  events  or  stressors  as  disturbing  or 
disappointing;  however,  they  can  re-direct  their  energy 
towards  coping  with  the  new  situation.   The  depression  prone 
person  will  experience  a  "constriction  of  his  cognitive 
field"  (Beck,  1967,  p.  279)  and  will  become  overwhelmed  with 
negative  thoughts  about  self  and  the  future,  thus  beginning 
the  depressive  cycle.  According  to  Beck,  the  negative 
cognitive  set  is  primary  and  the  depressive  affect  is 
secondary  in  depression  (Beck,  1970) . 

Treatment-Seeking  Behavior 
In  order  to  attain  treatment,  individuals  need  to  seek 
help.   As  stated  previously,  symptomatic  volunteers  may  be 
seeking  treatment  by  volunteering  for  research. 
Characteristics  of  help-seekers  in  general,  then,  are 
important  to  consider. 

Psychological  Factors 

The  dynamics  of  help-seeking  in  men  and  women  were 
evaluated  from  data  collected  in  a  national  interview  survey 
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of  2264  adults  (1304  women  and  960  men,  21  years  of  age  and 
older)  who  resided  in  US  households  in  1976.   The  findings 
indicated  that  help-seeking  is  a  complex  phenomenon. 
Although  it  may  include  the  "impetus  of  demoralization" 
(Veroff,  1981,  p. 190),  it  may  also  include  other  internal 
motivations  to  seek  psychotherapy.   Help-seeking  seems  to  be 
related  to  positive  expectations  about  the  efficacy  of  help 
(Cash,  Kerr,  &  Salzbach,  1978;  Veroff,  1981)  and  an 
orientation  that  inclines  help-seekers  to  perceive  problems 
as  failures  or  inadequacies  in  self  to  be  changed  (Robbins, 
1981;  Veroff,  1981).   In  addition,  help-seekers  tend  to  be 
those  who  are  not  threatened  by  relying  on  others  to  help 
them.   For  certain  people,  particularly  the  college 
educated,  help-seeking  also  may  have  more  to  do  with 
self-enhancement  than  demoralization.   Veroff  (1981) 
suggested  that  the  clearly  higher  rate  of  help-seeking  among 
women  than  men  might  be  attributable  to  the  time  available 
for  seeking  help,  the  willingness  to  admit  feelings  of 
inadequacies  in  family  and  social  roles,  and  the  lack  of 
fear  of  dependency. 

Brown  (1978)  analyzed  data  from  a  longitudinal  study  of 
1,106  Chicago  area  adults  aged  20  to  70.   Nearly  60% 
(n  =  606)  of  the  follow-up  sample  reported  being 
significantly  bothered  by  one  or  more  of  the  23  identified 
stressor  episodes.   These  individuals  were  asked  whether 
they  had  sought  help.   Of  the  group  asked,  two-thirds 
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(n  =  405)  reported  seeking  assistance  at  least  once.   Only  a 
small  proportion  appealed  exclusively  to  professionals. 
Forty-eight  percent  (n  =  195)  were  classified  as  informal 
seekers  (e.g.,  contacting  family  and  friends  only),  12% 

(n  =  48)  were  formal  seekers  (e.g.,  relying  solely  on 
professionals),  and  the  remaining  40%  (n  =  162)  were 
considered  both  formal  and  informal  seekers.   Non-seekers 
were  divided  into  two  groups.   "Self-reliant"  non-seekers 
were  those  who  felt  they  could  handle  their  problems  without 
assistance  (n  =  69  or  3  3%  of  non-seekers) .   The  remaining 
66%  of  non-seekers  were  reluctant  to  seek  help  because  they 
felt  that  no  one  was  willing,  able,  or  available  for  help, 
or  they  felt  that  help-seeking  would  be  too  revealing  or 
effortful.   The  results  of  the  analyses  showed  that  the  only 
demographic  factors  discriminating  help-seekers  from 
non-help-seekers  were  age  and  race.   The  elderly  showed  a 
sharp  drop  in  help-seeking,  particularly  in  informal 
contacts.   In  addition,  blacks  with  less  than  a  completed 
high  school  education  sought  help  less  frequently  than 
either  whites  or  other  races  with  more  education.   On  all 
other  measures,  there  were  great  variations  within  the 
groups  of  seekers  and  non-seekers.   Help-seekers  reported 
more  troublesome  events  than  non-seekers.   However,  on  all 
measures  of  personal  and  social  resources,  as  well  as  the 
psychological  barriers  to  help-seeking  assessed,  both  the 
informal  and  the  ^both'  category  help-seekers  were  alike. 
Those  who  relied  solely  on  professionals  had  more  stressful 
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events,  a  higher  level  of  strain,  inadequate  informal 
supports,  and  reluctance  to  share  problems  with  others. 
Self-reliant  help-seekers  had  the  least  strains  and 
strongest  personal  resources  of  any  group,  while  reluctant 
non-help  seekers  reported  the  least  effective  coping 
mechanisms,  comparatively  unsupportive  and  unreliable 
informal  networks,  and  strong  reservations  about  discussing 
their  problems  with  others. 

Brown's  findings  about  informal  networks  were  confirmed 
by  Horwitz  (1978)  who  interviewed  120  patients  2  weeks  after 
application  for  services  at  a  public  community  mental  health 
center  in  New  Haven,  Connecticut.   Horwitz  found  that  the 
nature  of  the  husband-wife  relationship  significantly 
impacted  on  help-seeking  behavior.   In  those  married  couples 
where  the  least  mutual  support  was  evident,  there  was 
increased  help-seeking.   Furthermore,  friends  and  close  kin 
were  the  most  common  sources  of  informal  assistance  for 
adults.   When  the  informal  networks  were  weak  or  absent, 
formal  help-seeking  was  increased. 

Based  upon  a  1979  community  sample  in  Los  Angeles 
County  (N  =  1000),  Yokopenic,  Clark,  and  Aneshensel  (1983) 
examined  how  depressive  symptoms  correlated  with  a  variety 
of  factors  to  influence  consultation  for  emotional  problems. 
The  researchers  found  that  about  one-third  of  the 
respondents  with  serious  depressive  symptoms  either  denied 
psychological  concerns  or  did  not  label  their  problem  as 
depression.   For  the  remaining  66%,  however,  there  was  a 
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strong  correlation  between  depressive  symptom  levels  and 
problem  recognition.   In  addition  to  symptom  presence, 
previous  exposure  (even  vicariously)  to  mental  health 
services  and  education  facilitated  recognition  and  labeling 
of  depression.   The  tendency  to  give  socially  desirable 
responses  on  the  social  desirability  scale  (a  subset  of  the 
Marlowe-Crowne  Scale)  appeared  to  inhibit  problem 
recognition.   They  did  not  find  sex  difference  in  general 
perception  of  problems;  however,  men  and  women  differed  in 
propensity  to  label  themselves  depressed.   Women  were  more 
likely  than  men  to  call  themselves  depressed.   Nevertheless, 
at  high  levels  of  severe  depressive  symptoms,  men  were  more 
likely  than  women  to  recognize  depression  or  other  problems. 
Of  all  people  who  realized  they  needed  help  for  a  problem, 
about  one-third  consulted  a  mental  health  service.   Sex  was 
not  a  differentiating  factor.   Economic  and  other  practical 
issues  also  were  only  minor  in  decisions  to  seek  treatment. 
The  factors  which  promoted  treatment-seeking  behavior  were 
depressive  symptoms,  previous  exposure,  and  conversations 
with  laypersons  who  advised  them  to  get  counseling. 
Psychological  factors,  such  as  self-reliance  or  denial  of 
the  problem,  were  the  main  reasons  for  not  seeking  help. 

The  findings  of  Veroff's  study  have  been  confirmed  by 
several  other  studies.   The  reasons  for  refusing  referral  to 
psychiatric  consultation  were  determined  through  a  study  of 
mothers  in  the  post-natal  period  by  Robinson  and  Young 
(1982) .   Over  a  1-year  period,  26  of  288  mothers  seen  at  6 


-.V5»a! 


36 
to  8  weeks  post-partum  demonstrated  signs  of  depression  or 
anxiety  on  the  Leeds  Scale.   At  6  months  postpartum,  12 
women  still  had  raised  depression  or  anxiety  levels.   These 
women  were  offered  psychiatric  consultation,  but  half 
refused.   The  reasons  given  for  refusal  were 
(a)  stigma  of  psychiatric  treatment  as  perceived  by  the 
client,   (b)  stigma  of  psychiatric  treatment  as  perceived  by 
the  spouse,  (c)  client's  perception  of  their  own  well-being 
differing  from  that  of  the  treatment  agency,   and 
(d)  inconvenience  of  attending  a  psychiatric  consultation. 

Jellinek  (1978)  conducted  a  1-month  follow-up  on  89 
referrals  made  from  a  psychiatric  emergency  room  in 
Massachusetts  General  Hospital.   Fifty-eight  percent  called 
for  an  appointment  or  visited  an  outpatient  facility.   They 
were  considered  "completers."   Forty-two  percent  did  not 
call  or  visit  any  facility.   Completers  were  significantly 
more  likely  to  be  older  (32.8  mean  years  of  age  vs.  29.6 
mean  years  of  age) .   None  of  the  referrals  under  20  years  of 
age  completed.   Although  there  was  no  difference  in  the  male 
to  female  ratio  of  completers,  educational  levels  of 
completers  were  significantly  higher  (13.0  vs.  11.7  mean 
years  of  education) .   Furthermore,  of  all  psychiatric 
complaints,  those  people  with  depression  as  chief  complaint 
and  diagnosis  were  more  likely  to  follow  through  on 
referrals.   Non-completers  were  asked  why  they  had  not 
completed  the  referral.   Their  responses  fell  into  five 
categories:  (a)  did  not  agree  with  the  referral  (15%) , 
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(b)  changed  mind  since  their  visit  to  the  ER  (31%) ,  (c) 
treatment  too  costly  (10%) ,  (d)  still  considering 
recommendation  (10%) ,  and  (e)  unable  to  give  reason  (34%) . 

Demographic  Factors 

Asser  (1978)  studied  the  relationship  between  social 
class,  as  indicated  by  education  level  and  occupation,  and 
help-seeking  behavior.   His  data  were  derived  from  42,  3- 
hour  interviews  and  838  surveys.   Asser  found  that  among 
lower  social  classes,  both  sexes  preferred  the  use  of 
help-seeking  where  specific  direction  and  advice  were  given. 
The  higher  the  social  class,  the  more  likely  both  sexes 
valued  autonomy.   Women  at  that  level  favored  a  negotiating 
help-seeking  style  in  which  the  seeker  uses  help  as  a 
•'sounding  board".   Men,  regardless  of  class,  preferred  a 
style  of  help  that  was  more  directive. 

Sex  differences  in  help-seeking  behavior  also  were 
analyzed  by  Kessler,  Brown,  and  Broman  (1981) .   Based  upon 
data  from  four  large-scale  surveys,  they  presented  evidence 
that  the  increased  incidence  of  help-seeking  behavior  among 
women  and  the  higher  rate  of  labeled  emotional  problems  may 
be  due  to  the  greater  ability  of  women  to  verbalize  vague 
emotional  distress  in  terms  of  conscious  problems  requiring 
assistance.   The  authors  concluded  that  10-28%  of  the  excess 
psychiatric  morbidity  identified  in  women  might  be  due  to 
gender  difference  in  problem  recognition. 


38 
Treatment-seeking  behavior  in  a  college  sample  has  been 
found  to  have  a  positive  correlation  with  age  and  education, 
as  well  as  differences  on  the  basis  of  gender.   O'Neil, 
Lancee,  and  Freeman  (1984)  examined  the  help-seeking 
behaviors  of  depressed  students  in  a  university  psychiatric 
clinic  population  (N  =  238) .   They  compared  the  clinic 
sample  (n  =  183)  with  a  non-clinic  sample  (n  =  55)  using  the 
Beck  Depression  Inventory  and  an  author  designed 
questionnaire.   The  findings  showed  that  severity  of 
depression,  particularly  in  the  presence  of  suicidal 
ideation,  is  the  most  salient  factor  contributing  to  seeking 
professional  help.   At  any  given  level  of  depression, 
however,  being  female,  a  graduate  student,  and  being  away 
from  home  were  the  principal  factors  contributing  to 
help-seeking . 

Sociocultural  Factors 

The  sociocultural  determinants  of  help-seeking  behavior 
of  patients  with  mental  illness  were  studied  in  48  subjects 
after  intake  and  before  initiation  of  treatment  in  two 
outpatient,  inner  city  Seattle  community  mental  health 
centers  (Lin,  Inui,  Klerman,  &  Womack,  1982) .   No 
correlation  was  found  between  modernity,  alienation,  or 
parochialism  and  method  of  entry  into  the  system.   Ethnicity 
was  associated  with  method  of  entry  and  initial  experiences 
in  the  system.   There  was  also  a  general  tendency  for 
patients  to  delay  entry  into  the  system  by  1 
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to  3  years.   The  authors  suggested  that  this  delay  indicates 
a  resistance  to  treatment  despite  progress  in  the  mental 
health  movement. 

The  impact  of  ethnicity  on  treatment  seeking  was 
further  examined  by  Lin  (1982) .   In  demographically  matched 
groups  of  25  depressed  Chinese  and  Caucasian  Americans  in 
Taiwan,  Lin  found  a  distinct  difference  on  the  basis  of 
ethnic  background  in  means  of  coming  to  treatment.   The 
Chinese  were  very  somatic  in  their  presentation;   88%  did 
not  initially  admit  dysphoria,  and  4  0%  never  admitted  to 
experiencing  a  dysphoric  affect.   Conversely,  the  American 
sample  presented  with  dysphoria  as  a  major  complaint,  with 
only  4%  presenting  with  primarily  somatic  concerns. 

Help-seeking  behavior  has  been  found  to  be  positively 
related  to  age  and  educational  level.   Differences  in 
help-seeking  behavior  have  been  found  on  the  basis  of • 
gender.   For  depressed  persons,  the  lack  of  informal  support 
systems, " recognition  of  depression,  and  suicidal  ideation 
apparently  are  strong  contributors  to  help-seeking.   Within 
certain  parameters,  ethnicity  may  also  play  a  part  in  both 
the  presentation  of  a  disorder  and  follow  through  with 
treatment.   Stigma  of  treatment  seems  to  be  a  major  factor 
in  lack  of  follow  through  with  treatment  or  referral  for 
treatment . 

Although  attitudes  about  treatment  and  socio-cultural 
variants  may  impact  upon  help-seeking  behavior,  it  cannot  be 
assumed  that  these  are  the  only  factors  influencing 
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treatment-seeking  through  research.   Given  that  symptomatic 
volunteers  first  contact  the  treatment  system  for  the 
purpose  of  participation  in  a  study,  it  is  important  to 
discuss  the  volunteer  for  psychological  research  before  SVs 
can  be  compared  to  a  clinic  population. 

Research  Volunteers 
The  use  of  volunteers  in  behavioral  and  medical 
research  has  produced  concerns  about  the  limited  application 
of  this  research  due  to  bias  inherent  in  the  use  of  a 
volunteer  population.   Volunteer  bias  is  defined  as  any 
aspect  of  the  personality  or  motivational  system  that  might 
make  the  volunteer  different  from  an  individual  found  in  a 
community  or  other  natural  setting  (Kruglanski,  1973). 

Rosenthal  and  Rosnow  (1975)  evaluated  all  research 
conducted  between  1950  and  1973  that  addressed  the 
characteristics  or  environmental  determinants  of  volunteer 
participants  in  research.   Based  upon  their  premise  that 
"70-90%  of  studies  on  normal  adults  have  drawn  subjects  from 
the  collegiate  setting"  (p.  193) ,  they  statistically 
evaluated  groups  of  studies  to  demonstrate  that  "there  are  a 
good  many  characteristics  that  have  been  found  to  relate 
predictably  to  the  act  of  volunteering"  (p.  6) .   Applying 
statistical  methods  to  group  results  of  numerous  studies, 
Rosenthal  and  Rosnow  developed  a  list  of  22  characteristics 
of  volunteers  for  studies  and  10  situational  determinants  of 
volunteering  for  research.   Based  upon  the  number  of  studies 
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relevant  to  the  relationship  being  studied  and  the 
proportion  of  studies  which  supported  the  directional 
hypothesis,  they  subdivided  each  list  into  four  levels  of 
confidence  for  the  strength  of  that  characteristic  or 
determinant.   Characteristics  of  normal  volunteers 
determined  to  have  maximum  level  of  confidence  in 
predictability  were  that  volunteers  tended  to  be  better 
educated,  more  intelligent,  of  a  higher  social  class,  and 
more  sociable  than  non-volunteers.   The  situational 
determinants  influencing  volunteers  are  listed  below,  in 
descending  order,  as  they  ranked  in  level  of  confidence: 

Conclusions  warranting  maximum  confidence:   Persons  are 
more  likely  to  volunteer  who 

1.  are  more  interested  in  the  topic  and 

2.  have  expectations  of  being  more  favorably  evaluated 
by  the  investigator. 

Conclusions  warranting  considerable  confidence: 
Persons  are  more  likely  to  volunteer  for  research  who 

3.  perceive  the  investigation  as  important, 

4.  feel  "guilty"  for  not  volunteering  or  are  made  to 
feel  good  or  competent  for  volunteering,  and 

5.  receive  some  type  of  greater  material  incentives, 
especially  if  the  incentives  are  offered  as  gifts  in 
advance  and  without  being  contingent  on  subjects 
decision  to  volunteer  (Rosenthal  &  Rosnow,  1975,  pp. 
118-120) . 
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The  conclusions  warranting  either  some  or  minimal 
confidence  primarily  concerned  the  personal  characteristics 
of  the  recruiter,  personal  acquaintance  of  the  recruiter, 
aversiveness  of  the  task,  and  societal  norms  regarding 
volunteering  for  a  particular  type  of  research. 

Although  listed  in  fifth  place  in  Rosenthal  and 
Rosnow's  work,  incentive  for  volunteering  and  the  potential 
bias  resulting  from  the  artificial  nature  of  a  payment 
environment  continues  to  concern  behavioral  researchers. 
Rush  and  Phillips  (1978)  studied  the  bias  of  payment  on 
female  research  participants  at  a  large  midwestern 
university.   They  evaluated  the  differences  in  personality 
and  performance  on  an  auditory  selective  attention  task. 
Stepwise  discriminant  analyses  indicated  that  the  subjects 
who  volunteered  for  pay  committed  more  omission  errors  and 
were  less  interpersonally  involved  in  the  research 
procedures  than  unpaid  volunteers.   Conversely,  Dixon 
(1978),  in  his  study  of  the  effect  of  methods  of  recruitment 
(N  =  134  students) ,  found  that  paid  volunteers  and  required 
"volunteers"  were  significantly  less  hostile  to  experimental 
procedures  than  unpaid  volunteers. 

Payment,  or  course  credit,  also  increased  volunteer 
rates  for  phobia  treatment  among  220  undergraduates  in  an 
introductory  psychology  class  (Levine,  Gorman, &  Sherry, 
1978) .   Students  were  first  asked  to  complete  a 
questionnaire  rating  four  fears  on  a  5-point  scale.    They 
were  also  asked  if  they  would  volunteer  for  treatment  of  the 
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phobia  if  it  took  30  minutes  per  week  for  4  weeks.   A  final 
question  was  designed  to  determine  if  they  would  volunteer 
for  the  same  treatment  for  course  credit  or  payment.   The 
offer  of  course  credit  or  payment  in  addition  to  treatment 
alone  increased  the  rate  of  volunteers  for  treatment  by  37%. 

Although  situational  determinants  of  volunteering  for 
psychological  research  have  been  investigated,  the 
motivations  for  volunteering  as  a  research  subject  in 
medical  studies  has  been  explored  less.   The  motivations  of 
normal  volunteers  for  Phase  I  clinical  trials,  however,  have 
been  studied  by  Novak,  Seckman,  and  Stewart  (1977).   The 
investigators  gave  questionnaires  and  a  hypothetical 
protocol  to  480  normal  individuals  who  would  qualify  for 
Phase  I  research  studies.   They  compared  college  students, 
industrial  employees,  older  prison  inmates  who  had 
previously  participated  in  clinical  research,  and  newer 
inmates  who  had  not  previously  participated  in  clinical 
research.   Three  hundred  seventy  (370)  of  the  420 
respondents  said  they  would  volunteer  for  the  hypothetical 
study.   The  most  frequently  given  reasons,  across  groups, 
were  to  develop  new  medicines,  financial  remuneration,  to 
help  the  sick,  to  help  society,  and  the  desire  to 
participate  in  something  "important".   The  results  showed 
that  older  inmates  who  had  previously  participated  in 
research  and  students  were  the  most  willing  to  participate. 
Industrial  workers  and  new  inmates  who  had  not  previously 
participated  in  research  were  less  willing  to  participate. 
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Within  the  inmate  population  and  industrial  workers,  race 
further  impacted  upon  willingness  to  participate  with  blacks 
less  willing  than  whites  to  volunteer. 

Volunteers  for  research  have  also  been  shown  to  possess 
certain  predictable  characteristics  and  motivations  that  may 
or  may  not  impact  on  the  generalizability  of  behavioral  and 
medical  research.   Willingness  to  participate  in  research 
appears  to  be  correlated  with  the  presence  of  reward  or 
payment  and  some  form  of  psychological  enhancement. 
Nevertheless,  volunteering  does  not  seem  to  occur  uniformly 
across  groups  of  people.   Those  with  experience  in 
volunteering  and  those  who  perceive  the  reward  as  desirable 
are  more  likely  to  volunteer  to  participate  in  research. 

The  literature  indicates  the  influence  of  psychological 
enhancement  and  financial  incentive  in  the  volunteering 
motivations  of  normal  subjects  for  research.   Until  the 
present  study,  however,  the  motivations  of  symptomatic 
volunteers  had  apparently  been  left  to  the  subjective 
inferences  of  researchers. 

Symptomatic  Volunteers  fSVs) 
The  use  of  symptomatic  volunteers  (SVs)  in  clinical 
depression  research  is  a  common  practice.   It  developed  in 
response  to  the  difficulty  of  recruiting  suitable  subjects 
in  natural  environments.   Hersen,  Bel lack,  and  Himmelhoch 
(1981)  suggested  that  the  scarcity  of  subjects  in  clinical 
settings  may  be  due  to  four  factors:  (a)  some  people  obtain 
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treatment  from  family  physicians  and  internists,  (b)  some 
people  obtain  treatment  from  private  practitioners,  (c)  some 
people  do  not  meet  the  strict  criteria  for  study  acceptance, 
and  (d)  some  people  do  not  seek  treatment  and  remain 
depressed.   Nevertheless,  recruitment  efforts  often  generate 
large  responses  from  the  community  (Barrett,  1981;  Brauzer  & 
Goldstein,  1973;  Hersen,  Bellack,  &  Himmelhoch,  1981;  Thase 
et  al. ,  1984) . 

Research  by  Barrett  (1981)  supported  the  notion  that 
symptomatic  volunteers  do,  indeed,  fit  diagnostic  criteria 
for  depression.   He  found  that  95%  (1,411)  of  respondents  to 
newspaper  advertisements  for  depressed  volunteers  were  at 
least  two  standard  deviations  above  the  normative  means  for 
Research  Diagnostic  Criteria  for  either  anxiety  or 
depression.  Of  that  sample,  362  were  considered  acceptable 
for  research  and  continued  to  express  interest  in  treatment. 
Of  those,  42.3%  indicated  they  had  had  previous  treatment 
although  they  were  not  currently  in  treatment;  the  other 
approximately  58%  reported  no  history  of  previous  treatment. 

Although  symptomatic  volunteers  differ  from  other 
clinic  populations  in  that  they  are  not  currently  seeking 
help  outside  the  research  structure,  they  appear  to  be 
similar  to  clinic  populations  in  diagnostic  and  demographic 
characteristics  that  reinforce  the  importance  of  them  as  a 
population  in  need  of  treatment. 

Overall,  Goldstein,  and  Brauzer  (1970)  had  experienced 
professional  observers  rate  14  6  symptomatic  volunteers  for 
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psychiatric  symptomatology  using  the  Brief  Psychiatric 
Rating  Scale  (BPRS) .   Most  symptomatic  volunteers  had 
ratings  indicative  of  simple  anxious  depressions. 

Three  hundred  thirty-one  symptomatic  volunteers  treated 
in  a  study  by  Brauzer  and  Goldstein  (1973)  showed 
improvements  comparable  to  those  expected  in  a  clinic 
setting  on  the  BPRS,  the  Hamilton  Anxiety  Scale,  and  the 
35-item  Self-Rating  Scale.   Demographic  variables  of  sex, 
age,  and  education  were  associated  with  high  risk  for 
depression.   From  this,  the  authors  concluded  that  the 
characteristics  of  symptomatic  volunteers  were  very  similar 
to  those  of  depressives  found  in  a  community  sample. 

Through  a  unique  set  of  circumstances,  Hersen,  Bellack, 
and  Himmelhoch  (1981)  were  able  to  compare  solicited  and 
unsolicited  depressed  females  as  part  of  a  large  scale 
outcome  investigation  comparing  psychotherapy,  social  skills 
training,  and  amitriptyline.   Forty-five  depressed  females 
accepted  from  the  outpatient  clinic  of  Western  Pennsylvania 
Psychiatric  Institute  were  compared  with  37  depressed 
females  accepted  following  newspaper  and  radio 
advertisements.   Both  groups  were  accepted  into  the  protocol 
based  on  the  Feighner  Criteria  (i.e.,  a  checklist  developed 
in  1972  by  Feighner  which  lists  the  basic  components 
required  to  diagnose  a  major  depression) .   Data  analyses 
failed  to  reveal  significant  differences  on  self-report, 
observer,  or  behavioral  measures  for  depression. 
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assert iveness,  or  social  adjustment.   Moreover,  there  were 
no  demographic  differences  between  the  groups. 

Although  clinic  populations  and  symptomatic  volunteers 
are  similar,  some  minor  differences  have  been  noted.   For 
example,  Parker  and  Blignault  (1983)  compared  66  symptomatic 
volunteers  and  43  psychiatric  outpatients  on  demographic, 
depressive,  and  personality  measures.   They  found  that 
symptomatic  volunteers  did  not  differ  significantly  from 
clinic  referrals  with  respect  to  prior  treatment  history. 
However,  analysis  of  Zung  Self-Rating  Depression  Scale 
scores  showed  some  tendency  for  symptomatic  volunteers  to  be 
less  severely  depressed.   Demographically,  symptomatic 
volunteers  were  slightly  older  and  more  likely  to  be  married 
than  the  clinic  population.   Their  depression  also  tended  to 
be  of  a  longer  duration  with  less  marked  sleep,  appetite, 
and  motor  disturbance.   The  only  difference  in  personality 
found  was  that  symptomatic  volunteers  were  slightly  less 
extroverted  on  the  Eynsenck  Personality  Inventory. 

Thase  et  al.  (1984)  compared  79  symptomatic  volunteers 
with  46  clinically  referred  outpatient  primary  depressives 
on  a  number  of  measures.   They  found  that  symptomatic 
volunteers  did  not  differ  significantly  from  clinic  referral 
samples  on  most  demographic  and  symptomatic  variables  and 
symptomatic  volunteers  were  slightly  different  from  clinic 
referrals  in  only  a  few  ways.   For  example,  symptomatic 
volunteers  were  less  likely  to  be  single,  had  slightly  lower 
Hamilton  Depression  Scale  Scores,  reported  less  anxiety,  and 
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had  longer  episodes  of  depression  prior  to  seeking 
treatment.   Both  groups  were  similar  in  prevalence  of 
depression  by  either  Research  Diagnostic  Criteria  (RDC)  or 
Diagnostic  and  Statistical  Manual-Ill  criteria.   The  60 
subjects  treated  with  amitriptyline  were  also  compared  with 
respect  to  overall  dropout  rate,  side  effects,  attrition, 
dosage  of  medicine  received,  and  response  to  treatment.   No 
significant  differences  were  found  between  the  groups.   The 
lack  of  major  differences  in  symptomatic  volunteers  and 
clinic  referrals  supports  the  position  that  symptomatic 
volunteers  are  representative  of  the  depressed  population  in 
need  of  treatment.   The  research  also  indicates  that 
differences  between  symptomatic  volunteers  and  clinic 
populations  are  negligible  for  either  treatment  or  outcome. 

The  most  obvious  difference  between  clinic  patients  and 
symptomatic  volunteers  is  the  method  by  which  the  individual 
enters  the  treatment  system.   Although  the  literature 
touches  on  differences  between  symptomatic  volunteers  and 
clinic  populations  on  measures  of  introversion,  depression, 
assertiveness,  or  social  adjustment,  there  is  no  indication 
that  the  groups  have  been  compared  on  measures  of 
personality  factors  related  to  individual  styles  of 
interacting  with  help-givers  in  a  treatment  setting.   The 
key  to  coping  style  in  a  treatment  setting  may  be  found  in 
personality  and  the  individual's  style  of  interacting  with 
others.   With  this  in  mind,  personality  theories  and  the 
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measurement  of  coping  style  are  pertinent  to  this 
discussion. 

Personality  Theories 
Early  Theories 

Theories  of  personality  have  proliferated  since  the 
ancient  Greeks.   Hippocrates  attributed  what  he  considered 
four  basic  temperaments  (choleric,  melancholic,  sanguine, 
and  phelgmatic)  to  excesses  in  four  essential  body  fluids 
(yellow  bile,  black  bile,  blood  and  phelgm) .   Aristotle,  by 
contrast,  related  personality  characteristics  to  facial 
configurations  and  expression. 

In  a  similar  vein,  during  the  eighteenth  century,  Franz 
Josef  Gall  attempted  to  construct  a  science  of  "brain 
physiology"  known  as  phrenology.   His  basic  premise  was  that 
personality  characteristics  could  be  correlated  with  the 
structure  of  the  brain.   This  could  be  measured  by  examining 
the  contour  of  the  head.   Irrespective  of  the'  simplistic 
logic.  Gall's  theory  was  an  early  attempt  to  link 
personality  with  body  structure,  primarily  the  brain 
(Millon,  1981)  . 

Twentieth  Century  Theories 

Personality  theories  have  become  more  complex,  but 
continue  to  follow  paths  that  have  persisted  through  the 
years.  Basically,  all  personality  theories  fall  into  one  of 
three  approaches:   (a)  morphological  or  physically 
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determined,  (b)  interpersonal,  and  c)  factorial  or 
personality  component  (Millon,  1981,  p.  29)  . 

Factorial  approach.  Twentieth  century  theorists  began 
to  formulate  theories  that  linked  personality  to  core  traits 
in  combination.   In  the  early  1900s,  the  Dutch  psychologists 
Heymans  and  Wiersma  identified  what  they  considered  the 
three  primary  criteria  for  evaluating  character.   They 
determined  that  activity  level,  emotionality,  and 
susceptibility  to  external  vs.  internal  stimulation  were  the 
components  that  permutate  into  eight  basic  personality 
types.   Although  their  theory  did  not  achieve  widespread 
acceptability  in  its  original  form,  these  components  have 
re-emerged  in  more  recent  theories  as  activity-passivity, 
pleasure-pain  emotionality,  and  a  form  of  introversive  vs. 
extroversive  responsivity  (Millon,  1981) . 

William  McDougall  in  1908  developed  a  similar  theory  in 
his  Introduction  to  Social  Psychology.   McDougall  derived 
eight  "tempers"  based  upon  three  fundamental  factors: 
(a)  intensity  (strength  and  urgency) ,  (b)  persistency 
(inward  vs.  outward  expression) ,  and  (c)  affectivity 
(emotional  susceptibility)  of  behavioral  impulses.   Although 
evolving  different  labels  throughout  the  years,  the 
dimension  of  persistency  has  been  compared  to  internal  vs. 
external  orientation,  intensity  to  activity/passivity,  and 
affectivity  to  the  emotions  of  pain  and  pleasure  (Millon, 
1981) . 
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Morphological  approach.   In  the  1940s,  William  H. 
Sheldon  presented  his  hypothesis  concerning  the 
relationships  among  body  type,  temperament,  and 
psychopathology.   He  specified  three  clusters.   The 
viscerotonic  temperament  pairs  with  endomorphic  or  soft, 
round  body  type  which  is  characterized  by  easy  emotional 
expression,  dependence  on  social  approval,  and  an  enjoyment 
of  physical  comfort.   The  somatatonic  temperament  goes  with 
the  mesomorphic  or  muscular  body  type,  characterized  by 
assert iveness,  calmness,  energy,  and  a  desire  to  be  active 
and  take  steps  to  control  the  situation  when  confronted  by 
difficulties.   The  cerebrotonic  temperament,  which  is 
related  to  the  ectomorphic  or  thin,  linear  structure  body 
type.   This  temperament  is  characterized  by  a  tendency 
toward  restraint,  painful  self -awareness,  and  a  preference 
for  dealing  with  problems  by  themselves  (Millon,  1981) . 

Interpersonal  approach.   In  the  1950s,  Cattell  and 
Eynsenck  developed  a  modern  factoral  approach  to 
personality.   They  evolved  theories  that  redirected  the 
factors  from  describing  the  inner  approach  of  the  individual 
to  describing  the  quality  and  style  of  interpersonal 
interactions.   According  to  these  theories,  differences  in 
personality  can  be  accounted  for  by  the  relative  strength  of 
each  component  (Millon,  1981) . 

Integrated  approach — Millon ^s  theory.   Millon,  through 
his  bio-social  learning  theory,  attempted  to  address  the 
biological,  factorial,  and  social  aspects  of  personality. 
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Millon  viewed  the  personality  as  composed  of  coping  patterns 
that  are  a  learned  form  of  instrumental  behavior.   According 
to  Millon,  the  child  is  born  with  certain  basic  capacities 
and  temperament.   In  early  stages  of  development  the  child 
tries  a  variety  of  behaviors.   Perceived  reinforcement 
shapes  the  child's  future  behavior  until  the  pattern  of 
behavior  is  integrated  into  the  child's  "feeling  of  self". 
Millon  proposed  that  behavior  is  designed  to  achieve 
positive  reinforcements  and  avoid  negative  reinforcements. 
These  coping  styles  are  based  upon  what  the  individual  has 
"learned  to  seek  or  avoid  (pleasure-pain) ,  where  the 
individual  looks  to  obtain  pleasure  (self-others) ,  and  how 
individuals  have  learned  to  behave  in  order  to  elicit  or 
escape  reinforcements  (active-passive)"  (Millon,  1981, p. 59). 

Millon  (1969)  stated  that  there  are  three  principal 
determinants  of  the  coping  strategies  individuals  learn  to 
utilize:   biophysical  constitution,  past  experiences,  and 
current  alternatives.   The  child's  responsivity  to  the 
environment  in  terms  of  energy,  drive,  temperament, 
intelligence,  sensory  sensitivity,  and  physical  strength  are 
thought  to  be  biophysically  determined.   The  experience  of 
environmental  influences  are  colored  by  the  child's  innate 
propensities.   The  reactions  of  the  child  to  the  experiences 
in  the  environment  shape  the  child  in  the  process  of 
learning  "what  is  good,  and  how  to  obtain  it".   Too 
stimulating  an  environment  leads  a  child  to  devise  coping 
strategies  that  are  not  natural  to  his  or  her  tendencies. 
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An  understimulating  environment  diminishes  or  mutates 
natural  coping  abilities.   The  result  might  be  that  "normal" 
stressors  could  be  perceived  as  overwhelming.   Finally, 
whatever  range  of  coping  mechanisms  the  child  perceives  as 
available  are  narrowed  by  the  objective  reality  of  any  given 
situation  (Millon,  1969) . 

Basic  to  Millon' s  theory  is  the  concept  of  personality 
patterns.   Given  the  limitations  of  biological  functioning 
and  the  relative  repetitiveness  of  learning  experiences,  the 
child  develops  a  distinctive  pattern  of  characteristics  that 
pervade  every  facet  of  functioning.   They  become  the 
personality,  which  is  an  automatic  way  of  interpreting, 
thinking,  responding,  and  acting.   Therefore,  personality 
patterns  are  the  "pervasive  modes  of  functioning  which 
emerge  from  the  entire  matrix  of  the  individual's 
developmental  history,  and  which  now  characterize  his/her 
perceptions  and  ways  of  dealing  with  the  environment" 
(Millon,  1975,  p.  343) .   The  term  "pattern"  reflects  the  two 
essential  constructs  of  this  theory.   First,  behaviors  and 
attitudes  evolve  from  the  interaction  of  biological 
dispositions  and  experience.   Second,  these  characteristics 
are  a  tight,  organized  interaction  of  needs,  attitudes,  and 
behaviors  and  not  a  random  compilation  of  unrelated 
behaviors.   Also  central  to  this  theory  is  the  concept  that 
normality  and  pathology  are  relative  concepts  representing 
points  on  a  continuum  of  functioning.   When  methods  of 
coping  result  in  positive  personal  and  environmental 
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interactions,  the  personality  pattern  is  considered  healthy. 
When  the  individual's  perceptions  and  behaviors  foster 
personal  discomfort  and  when  ordinary  responsibilities  and 
relationships  are  responded  to  defectively  or  inflexibly, 
the  individual  is  considered  to  have  a  pathological 
personality  pattern. 

Millon's  theory  espoused  eight  coping  strategies  based 
upon  a  4x2  matrix  combining  two  basic  variables:   (a)  the 
individual's  personal  style  and  (b)  the  nature  of  the 
reinforcements  sought  and  the  actions  used  to  achieve  those 
reinforcements.   Major  components  of  the  matrix  are  the 
kinds  of  reinforcements  (positive  or  negative)  the  person 
seeks,  to  whom  the  person  looks  for  reinforcements  (self  or 
others) ,  and  what  the  person  does  to  get  those 
reinforcements . 

According  to  Millon,  a  major  distinction  among  people 
is  whether  their  primary  source  of  reinforcement  is  within 
themselves  or  from  others.   This  corresponds  to  dependent 
and  independent  patterns  of  behavior.   According  to  his 
theory,  dependent  personalities  have  learned  that  feeling 
good  (i.e.,  those  feelings  associated  with  pleasure  and  the 
avoidance  of  pain)  is  best  provided  by  others.   These 
individuals  need  external  support  and  affection. 
Independent  personalities  obtain  maximum  pleasure  and 
minimum  pain  by  depending  primarily  on  themselves.   These 
preferences  regarding  reliance  on  others  are  distinct  and 
marked.   The  ambivalent  personality  remains  conflicted 
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regarding  dependence  on  themselves  or  others.   These 
individuals  either  vacillate  or  display  overt  dependence 
while  supressing  angry  feelings  of  being  denied 
independence.   Finally,  Millon  identified  a  pattern  he 
called  "detached".   These  individuals  are  unable  to 
experience  rewards  from  themselves  or  from  others.   They 
tend  to  be  socially  isolated  or  engage  in  self-alienating 
behaviors. 

A  second  distinction  is  the  style  in  which  the 
individual  elicits  the  reinforcements  sought.   The  two 
styles  of  behaving  are  active  and  passive.   The  active 
personality  tends  to  engage  in  direct  and  alert  behavior  in 
order  to  avoid  punishment  and  elicit  pleasure  or  reward.   By 
contrast,  the  passive  personality  is  characterized  by 
apparent  inertness,  lack  of  ambition,  acquiescence,  and 
behavior  that  demonstrates  little  willingness  to  do  much  to 
shape  events  (Millon,  1981) . 

The  following  is  a  brief  explanation  of  the  eight 
personality  types  defined  by  Millon.   It  is  important  to 
remember  that  in  the  psychologically  healthy  individual 
these  characteristics  are  descriptive  of  a  personality 
style.   The  patterns  are  only  considered  pathological  when 
they  become  socially  dysfunctional.   The  diagnostic  term  for 
the  dysfunctional  form  of  each  personality  pattern  is 
presented  in  parenthesis  after  each  essential  approach 
descriptor. 
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1.  The  passive-dependent  pattern  (Millon  Submissive 
personality;  DSM-III  Dependent  disorder)  is 
characterized  by  a  search  for  relationships  in  which 
one  can  lean  upon  others  for  affection,  security,  and 
leadership.   This  personality's  lack  of  both  initiative 
and  autonomy  is  often  a  consequence  of  parental 
overprotection.   As  a  function  of  these  early 
experiences,  these  individuals  have  simply  learned  the 
comforts  of  assuming  a  passive  role  in  interpersonal 
relations,  accepting  whatever  kindness  and  support  they 
may  find,  and  willingly  submitting  to  the  wishes  of 
others  in  order  to  maintain  their  affection. 

2.  The  active-dependent  pattern  (Millon  Gregarious 
personality;  DSM-III  Histrionic  Disorder)  shows  an 
insatiable  and  indiscriminant  search  for  stimulation 
and  affection.   This  personality's  sociable  and 
capricious  behaviors  give  the  appearance  of 
considerable  independence  of  others,  by  beneath  this 
guise  lies  a  fear  of  autonomy  and  an  intense  need  for 
signs  of  social  approval  and  attention.   Affection  must 
be  replenished  constantly  and  must  be  obtained  from 
every  source  of  interpersonal  contact. 

3.  The  passive-independent  pattern  (Millon 
Narcissistic  personality;  DSM-III  Narcissistic 
disorder)  is  noted  by  an  egotistic  self -involvement. 
As  a  function  of  early  experience  these  persons  have 
learned  to  overvalue  their  self -worth;  their  confidence 
in  their  superiority  may,  however,  be  based  on  false 
premises.   Nevertheless,  they  assume  that  others  will 
recognize  their  specialness,  maintain  an  air  of 
arrogant  self-assurance,  and  without  much  thought  or 
even  conscious  intent,  benignly  exploit  others  to  their 
own  advantage. 

4.  The  active-independent  pattern  (Millon  Aggressive 
personality;  DSM-III  Antisocial  disorder)  reflects  a 
learned  mistrust  of  others  and  a  desire  for  autonomy 
and  retribution  for  what  are  felt  as  past  injustices. 
There  is  an  indiscriminate  striving  for  power  and  a 
disposition  to  be  reflecting  of  others;  these  actions 
are  seen  as  justified  because  people  are  unreliable  and 
duplicitous.   Autonomy  and  hostility  are  claimed  to  be 
the  only  means  to  head  off  deceit  and  betrayal. 

5.  The  passive  ambivalent  pattern  (Millon  Conforming 
personality;  DSM-III  Compulsive  disorder)  is  based  on  a 
conflict  between  hostility  toward  others  and  a  fear  of 
social  disapproval.   These  persons  resolve  their 
ambivalence  not  only  by  supressing  resentment  but  by 
overconforming  and  overcomplying,  at  least  on  the 
surface.   Lurking  behind  this  front  of  propriety  and 
restraint,  however,  are  anger  and  intense  oppositional 
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feelings  that,  on  occasion,  break  through  their 
controls. 

6.  The  active-ambivalent  pattern  (Millon  Negativistic 
personality:  DSM-III  Passive-aggressive  disorder) 
represents  an  inability  to  resolve  conflicts  similar  to 
those  of  the  passive-ambivalent;  however,  this 
ambivalence  remains  close  remains  close  to 
consciousness  and  intrudes  into  everyday  life.   These 
individuals  get  themselves  into  endless  wrangles  and 
disappointments  as  they  vacillate  between  deference  and 
conformity,  at  one  time,  and  aggressive  negativism,  the 
next.   Their  behavior  displays  an  erratic  pattern  of 
explosive  anger  or  stubborness  intermingled  with 
moments  of  guilt  and  shame. 

7.  The  passive-detached  pattern  (Millon  Asocial 
personality;  DSM-III  Schizoid  disorder)  is 
characterized  by  social  impassivity.   Affectionate 
needs  and  emotional  feelings  are  minimal,  and  the 
individual  functions  as  a  passive  observer  detached 
from  the  rewards  and  affections,  as  well  as  from  the 
demands  of  human  relationships. 

8.  The  active-detached  pattern  (Millon  Avoidant 
personality;  DSM-III  Avoidant  disorder)   represents  a 
fear  and  mistrust  of  others.   These  individuals 
maintain  a  constant  vigil  lest  their  impulses  and 
longing  for  affection  result  in  a  repetition  of  the 
pain  and  anguish  they  have  experienced  with  others 
previously.   Only  by  active  withdrawal  can  they  protect 
themselves.   Despite  desires  to  relate,  they  have 
learned  that  it  is  best  to  deny  these  feelings  and  keep 
an  interpersonal  distance.  (Millon,  1981,  pp.  60-61) 


Instruments 

Demography/Reasons  for  Treatment  Mode 
Selection  Questionnaire 

This  questionnaire  was  designed  by  the  researcher  to 
provide  information  on  the  demographic  variables  pertinent 
to  this  study  and  on  the  primary  reasons  subjects  express 
for  their  choice  of  help-seeking  mode. 

Demographic  variables  are  important  for  two  reasons: 
(a)  they  delineate  the  characteristics  of  the  group  and 
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(b)  they  provide  a  basis  for  comparison  of  the  volunteer 
group  with  the  high-risk  group  as  defined  by  the  literature. 
"Standard"  demographic  variables  include  age,  sex,  marital 
status,  socioeconomic  status,  and  level  of  education  because 
epidemiological  studies  and  studies  focusing  on  the  impact 
of  demographic  variables  often  focus  on  these  five  factors 
(Craig  &  Van  Natta,  1979;  Cooke,  1982;  Myers,  Weissman, 
Tischer  et  al.,  1984;  Robins,  Helzer,  Weissman  et  al., 
1984)  . 

The  Expressed  Reason  for  Treatment  Mode  Selection 
question  was  a  question  designed  to  generate  primary 
conscious  reasons  for  approach  to  treatment  (i.e.,  through 
an  appointment  with  a  therapist  or  through  the  study) .   All 
subjects  were  asked  to  indicate  which  of  eight  factors  were 
considered  in  their  decision  to  seek  treatment  through 
either  research  or  through  the  outpatient  services.   They 
were  also  asked  to  rank  the  responses  in  the  order  of  their 
relative  importance  in  the  decision-making  process  (Appendix 
A) .   All  responses  were  categorized  into  one  of  the 
following  groups:   (a)  "Finances"   (b)  "Direct  referral", 

(c)  "Pressure  from  others",  (d)  "Desire  to  help  others"  (e) 
"Ease  of  access",  (f)  "New  drug  or  treatment  hopes",  (g) 
"Reputation  of  services",  or  (h)  "Other".   "Financial" 
responses  include  any  mention  of  the  sliding  scale  fee,  the 
free  treatment  through  the  study,  or  financial  constraints 
as  a  factor  in  the  decision  to  seek  treatment  from  a 
specific  source.   "Direct  referral"  responses  are  responses 
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such  as,  "My  case  worker/physician  sent  me  here",  while 
"Pressure  from  others"  includes  responses  such  as  "My 
husband/ friends  told  me  to  call".   "Desire  to  help  others" 
responses  are  those  that  indicate  the  individual's  desire  to 
further  science  or  help  others  in  the  process  of  getting 
treatment  for  themselves.   "Ease  of  access"  responses 
indicate  that  the  recruitment  advertisement  or  the  various 
brochures  distributed  by  the  services  in  the  clinic  prompted 
initiation  of  seeking  services.   "New  drug  or  treatment 
hopes"  includes  responses  about  multiple  previous  drug  or 
counseling  trials  which  failed  to  accomplish  treatment 
expectations.   The  key  element  of  this  category  is  previous 
treatment  failure  and  hope  that  the  current  effort  will  be 
"the  answer" .   The  category  "Reputation  of  services"  will 
includes  any  statements  such  as  "My  friend  was  treated  in 
your  study  and  she  was  helped"  or  references  to  local 
reputation  of  specific  therapists  or  services.   The  category 
"Other"  is  only  used  for  those  responses  that  deviate  from 
all  pre-determined  categories. 
Assessment  of  Depression  -  The  Beck  Depression  Inventory 

A  depression  rating  scale  was  a  necessary  element  of 
this  study  as  a  control  for  influence  of  the  depression  on 
responses.   In  addition,  a  measure  of  depression  was 
imperative  since  presence  of  depression  was  a  requirement 
for  study  inclusion. 

Psychologists  have  unequivocally  established  that 
presence  of  severe  depression  is  positively  correlated  with 
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the  presence  of  increased  numbers  of  dysfunctional 
attitudes.   These  negative  attitudes  subside  with  the 
improvement  of  the  depressive  symptoms.   In  severe 
depression,  these  attitudes  appear  to  be  a  consequence  of 
the  depression  rather  than  an  antecedent  of  the  depression 
(Eaves  &  Rush,  1984;  Hamilton  &  Abramson,  1983;  Parker  & 
Blignault,  1983;   Silverman,  Silverman,  &  Eardley,  1984). 

The  symptoms  of  depression  may  include  difficulty  in 
thinking  or  concentration.   Obviously,  the  more  severe  the 
depression,  the  more  likely  the  symptoms  of  impaired 
cognitive  ability  are  present.   This  means  that  the 
respondent's  level  of  depression  may  have  an  impact  on  the 
reliability  of  responses,  including  inability  to  estimate 
their  level  of  depression.   The  literature  has  shown  that 
concordance  between  clinical  assessment  and  self -report  of 
depression  is  only  .56  during  the  acute  phase  of  a 
depressive  episode.   At  follow-up  10  months  later,  when  the 
depressive  episode  has  remitted,  the  correlation  between 
self-report  and  clinical  assessment  increased  to  .81 
(Carroll,  Fielding,  &  Blashki,  1973;  Prusoff,  Klerman,  & 
Paykel,  1972). 

The  voluntary  nature  of  this  study  and  the  method 
employed  render  the  most  appropriate  measure  for  this  study 
to  be  a  self-rating  depression  scale.   Hughes,  O'Hara,  and 
Rehm  (1982)  specified  appropriate  use  of  types  of  scales. 
They  stated  that  the  validity  of  any  self-rating  depression 
scale  is  questionable  because  the  memory  deficits  and 
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cognitive  impairment  associated  with  depression  can  lead  to 
subjective  overestimation  of  the  intensity  of  depressive 
symptoms.   Nevertheless,  self -rating  scales  have  adequate 
reliability  and  validity  for  most  studies  and  they  are  used 
clinically  and  in  research  to  detect  and  quantify  depressive 
states. 

The  three  most  commonly  used  self-rating  depression 
scales  were  compared  in  an  effort  to  pick  the  one  most 
appropriate  one  for  this  study.   The  Center  for 
Epidemiological  Studies  —  Depression  scale  (CES-D)  contains 
20  selected  items  from  the  Beck,  Zung,  and  MMPI-D  scales. 
This  scale  has  been  found  useful  for  detecting  depressive 
symptoms  in  a  community  sample  with  a  94%  specificity  rate, 
but  only  a  33%  predictive  value  (Boyd,  Weissman,  Thompson,  & 
Myers,  1982) .   Because  the  focus  of  this  study  was  not  the 
presence  or  absence  of  depressive  symptoms  in  a  community 
sample,  but  rather  the  severity  of  depression  as  found  in  a 
treatment-seeking 'sample,  the  CES-D  was  not  chosen. 

The  Zung  Self-Rating  Depression  Scale  (SDS)  is  based 
upon  the  clinical  diagnostic  criteria  most  commonly  used  to 
characterize  depressive  disorders.   The  reliability  of  this 
scale  had  not  been  established  in  the  literature.   However, 
it  has  been  shown  to  discriminate  depressed  persons  from 
those  with  other  disorders  (Zung,  1965)  and  is  significantly 
correlated  with  global  ratings  of  psychiatrists  in  the 
United  States  and  other  countries,  as  well  as  with  scores  on 
the  MMPI-D  scale  (Zung,  Richards,  &  Short,  1965) . 
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Although  generally  considered  a  fairly  useful  scale, 
the  Zung  relies  heavily  on  the  neurovegetative  symptoms  of 
depression  in  its  assessment  of  severity  (Boyd,  Weissman, 
Thompson,  et  al.,  1982).   The  neurovegetative  aspects  of 
depression  are  not  the  primary  means  by  which  lay  people 
normally  identify  themselves  as  depressed,  nor  were  they  the 
focus  of  inclusion  criteria  for  this  study.   Therefore  the 
Zung  was  not  selected  for  this  use. 

The  Beck  Depression  Inventory  (BDI)  is  a  21-item 
instrument  designed  to  measure  the  intensity  of  depression 
by  focusing  on  the  cognitive  correlates  of  depression  (i.e., 
the  thoughts  about  self  and  life  that  are  part  of  the 
depressive  episode)  (Hughes,  O'Hara,  &  Rehm,  1982). 
Although  originally  designed  to  be  administered  by  a  trained 
interviewer,  the  instrument  is  usually  used  as  a 
self -administered  inventory.   Items  are  read  by  the 
individual  who  then  notes  the  intensity  of  each  symptom  over 
a  1-week  period  on  a  scale  of  0-3.   Parameters  for 
determining  the  level  of  intensity  is  described  next  to  each 
rating  level.   Item  scores  are  totaled  to  yield  a  single 
score.   Beck  and  Beamsderfer  (1974)  proposed  that  cutoff 
scores  on  the  BDI  for  level  of  depression  should  be  based 
upon  the  purposes  for  determining  such  scores. 
Nevertheless,  they  established  cutoff  guidelines  of  mild 
depression  (low)  =  <10,  moderate  (medium)  =  10-20,  and 
severe  =  >2  0  in  a  normal  or  medical  population.   For  the 
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purposes  of  the  present  study,  the  cutoff  for  the  presence 
of  moderate  depression  was  a  total  score  of  10. 

Beck  developed  the  Inventory  in  a  systematic  manner. 
First,  he  reviewed  the  existing  literature  related  to 
depression  (prior  to  1961) ,  and  then  he  conducted  an 
intensive  study  of  50  depressed  and  30  non-depressed 
patients  in  psychotherapy.   After  he  tallied  all  of  the 
symptoms  that  appeared  more  often  in  depressed  individuals 
than  non-depressed  individuals,  he  ran  a  pilot  test  on 
approximately  100  patients.   He  revised  the  instrument  and 
aidministered  it  to  966  psychiatric  patients.   The  final  set 
of  symptoms  derived  for  the  scale  were  (a)  sad  mood, 
(b)  discouragement,  (c)  sense  of  failure,  (d)  lack  of 
enjoyment,  (e)  feelings  of  guilt,  (f)  feelings  of 
punishment,  (g)  dislike  of  self,  (h)  self-blame,  (i) 
suicidal  ideation,  (j)  crying,  (k)  irritability,  (1)  desire 
for  social  withdrawal,  (m)  inability  to  make  decisions, 
(n)  disturbed  body  image,  (o)  difficulty  working,  (p)  sleep 
disturbance,  (q)  fatigability,  (r)  appetite  disturbance, 
(s)  weight  loss,  (t)  preoccupation  with  physical  health,  and 
(u)  loss  of  sexual  energy. 

Validity.   Beck,  Ward,  Mendel son.  Mock,  and  Erbaugh 
(1961)  established  that  the  BDI  was  significantly  related  to 
psychiatrist  ratings  of  depression  (r  =  .65).   Other 
researchers  have  further  corroborated  the  high  level  of 
agreement  between  clinical  ratings  and  the  BDI  (Bech,  Gram, 
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Dein,  Jacobsen,  Vitger,  &  Bolwig,  1975;  Davies,  Burrows,  & 
Poynton,  1975;  Steer,  Beck,  &  Garrison,  1986).   The  BDI  has 
also  been  compared  to  numerous  psychiatric  rating  scales  and 
psychological  tests.   Correlations  have  ranged  from  0.50  to 
0.80  (Mayer,  1977;  Steer,  Beck,  &  Garrison,  1986). 

Tanaka  and  Huba  (1984)  used  a  hierarchical  confirmatory 
factor  analyses  technique  to  analyze  the  BDI  and  to  compare 
it  with  the  Psychiatric  Epidemiology  Research  Interview. 
The  results  indicated  that  both  instruments  showed  a 
primary-order  correlation  of  three  factors  with  the  presence 
of  depression:  negative  attitudes/ suicide,  physiological 
difficulties,  and  performance  difficulties. 

Oliver  and  Simmons  (1984)  further  examined  the 
relationship  between  diagnosis  of  depression  according  to 
DSM-III  criteria  as  measured  by  the  Diagnostic  Interview 
Schedule  of  the  Center  for  Epidemiological  Studies  and  the 
BDI.   Using  a  sample  of  298  paid  volunteers,  they  found  that 
the  BDI  was  a  sensitive  screening  tool  for  depression  in  a 
community  sample  if  the  cutoff  point  of  18/19  were  used  to 
match  with  DSM-III  diagnosis  of  Major  Depressive  Episode. 
However,  those  individuals  with  intermittent  dysthymic 
disorder  were  unable  to  be  differentiated  from  normals  on 
the  basis  of  BDI  scores.   The  authors  attributed  this  to  the 
cyclic  nature  of  the  disorder  and  the  design  of  the  Beck 
which  measures  level  of  depression  at  only  a  given  point  in 
time. 
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Reliability.   The  test-retest  reliability  of  the  BDI 
when  the  individual  is  asked  to  describe  themselves  over  the 
past  week  appears  to  be  in  the  0.70s.   However,  test-retest 
reliability  is  not  determinable  if  the  individual  is  asked 
to  rate  themselves  for  only  the  time  of  testing  since 
thoughts  and  feelings  rated  for  any  given  point  in  time  can 
vary  to  some  extent  during  the  week  or  day,  especially  in  a 
mildly  or  moderatly  depressed  person  (Steer,  Beck,  & 
Garrison,  1986) . 

Uses  of  the  BDI.   Over  the  past  25  years,  the  BDI  has 
been  successfully  and  appropriately  used  in  numerous 
populations  such  as  geriatric,  substance  abuse,  and  post 
therapeutic-intervention  groups  (Steer,  et  al.,  1986).   One 
of  its  many  applications  with  non-psychiatric  populations 
has  been  with  university  students.   The  results  of  research 
in  this  population  both  confirm  and  expand  the  positive 
applications  of  the  BDI  and  elucidate  areas  of  caution  in 
its  use. 

Bumberry,  Oliver,  and  McClure  (1978)  indicated  that  BDI 
scores  of  56  university  students  correlated  r  =  0.77  with 
psychiatric  depression  ratings.   This  indicates  that 
correlations  of  BDI  scores  with  psychiatrist  ratings  are  not 
determined  by  setting  of  evaluation. 

Gender  differences  in  depression  were  examined  by 
Hammen  &  Padesky  (1977) .   Their  study  of  972  men  and  1300 
women  enrolled  in  an  introductory  psychology  course  found  no 
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difference  in  the  degree  of  depression  experienced  by  the 
students.   Differences  did  exist,  however,  between  men  and 
women  in  the  expression  of  the  depression.   The  primary 
symptoms  the  men  reported  were  being  unable  to  cry,  feeling 
a  loss  of  social  interest,  feeling  a  failure  at  life,  and 
increased  somatic  complaints.   Women,  on  the  other  hand, 
reported  negative  feelings  towards  self  and  an  inability  to 
make  decisions. 

Sacco  (1981)  addressed  the  time  applicability  of  BDI 
scores.   He  cautioned  against  use  of  the  BDI  as  a  criterion 
for  participation  in  psychological  experiments  except  for 
the  day  on  which  the  instrument  is  administered.   His  review 
of  the  literature  is  consistent  with  the  findings  of 
Bumberry  et  al.  (1978)  that  the  correlation  between 
psychiatric  ratings  and  BDI  scores  fell  from  r  =  .77  to  r  = 
.30  when  there  were  1  to  14  days  between  administration  of 
the  inventory  and  the  psychiatric  interview. 

In  summary,  the  BDI  has  been  established  as  a  reliable 
and  valid  tool  for  the  assessment  of  intensity  of  depression 
in  both  psychiatric  and  non-psychiatric  populations.   Given 
that  all  instruments  for  this  study  will  be  administered 
concurrently  and  that  BDI  scores  will  be  used 
retrospectively  to  eliminate  inappropriate  subjects,  the 
issue  of  time  applicability  of  BDI  scores  is  moot.   All 
factors  considered,  the  BDI  is  an  appropriate,  easy  to 
administer  instrument,  and  will  be  used  for  this  study. 
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Personality  Assessment  - 

The  Mil Ion  Behavioral  Health  Inventory 

Based  upon  his  theory  of  personality,  Millon  developed 

an  instrument  to  assess  the  presence  of  personality  factors 

in  a  medical  population.   The  goal  of  the  instrument  is  to 

provide  the  clinician  with  information  regarding  the 

individual's  likely  style  of  relating  to  health  care 

personnel,  as  well  as  psychosocial  attitudes  and  stressors 

that  might  be  problematic. 

The  150-item  scale  was  developed  for  individuals  17 

years  of  age  or  older  who  possess  minimum  of  eighth  grade 

reading  skills.   Normed  on  a  medical  population,  it 

generates  scores  on  20  scales  and  takes  approximately  20 

minutes  to  complete. 

The  20  scales  include  8  basic  coping  styles  scales 

(int rover sive,  inhibited,  cooperative,  sociable,  confident, 

forceful,  respectful,  sensitive);  6  psychogenic  attitude 

scales  (chronic  tension,  recent  stress,  premorbid  pessimism, 

future  despair,  social  alienation,  somatic  anxiety) ;  3 

psychosomatic  correlate  scales  (allergic  inclination, 

gastro-intestinal  susceptibility,  cardiovascular  tendency) ; 

and  3  prognostic  index  scales  (pain  treatment  responsivity, 

life  threat  reactivity,  and  emotional  vulnerability) . 

In  this  study  only  the  scales  measuring  coping  styles 

and  psychogenic  attitudes  were  used,  therefore,  discussion 

will  focus  on  these  two  components  of  the  instrument. 
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The  Coping  Style  scale  items  were  originally  developed 
from  1000  items  chosen  to  accord  with  theoretical 
substantive  validation  data.   These  were  reduced  to  the  289 
"best"  items  on  preliminary  internal-consistency  and 
structural  validation  grounds.   This  289-item  personality 
form  was  administered  to  over  2500  persons  in  a  variety  of 
settings.   The  majority  of  persons  were  students  at  an  urban 
university.   None  were  medical  patients.   After  this  form 
had  been  administered  to  all  subjects,  several  procedures 
were  followed  to  eliminate  overlap  and  to  ensure  that  only 
items  with  a  correlation  >  .30  were  included  on  the  final 
scale.   The  biserial  correlation  between  each  item  and  its 
assigned  scale  was  .47  for  all  scales.   The  final  revision 
left  64  coping  style  items  on  the  150-item  instrument 
(Millon,  Green,  &  Meagher,  1982).       '  '       '  -'■". 

A  similar  method  was  used  to  develop  the  items  for  the 
Psychogenic  Attitudes  scale.   Approximately  35  to  60  items 
were  developed  for  each  of  the  six  scales  on  the  basis  of 
other  researchers'  work  on  stressful  life  events.   These 
lists  were  rated  by  experienced  clinicians  in  the  area  of 
psychological  influences  upon  physical  illness.   Items 
"correctly"  placed  by  >  75%  of  the  clinicians  were  the  only 
ones  included.   The  Psychogenic  Attitude  scale  adds  8  3  items 
to  the  total  (Millon  et  al . ,  1982). 

Reliability.   The  manual  states  that  test-retest 
reliability  in  psychological  instruments  may  be  contaminated 
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by  changes  in  circumstances.   Despite  that  disclaimer,  most 
of  the  test-retest  reliabilities  on  an  undefined  "general 
population  to  whom  the  MBHI  was  administered"  were  .77  to 
.88.   The  mean  reliability  was  .82.   The  psychogenic 
attitude  scales  maintained  an  average  test-retest 
reliability  of  approximately  .85.   Mean  elapsed  time  between 
testing  was  4.5  months  (Millon,  et  al.,  1982,  p. 25). 

Validity.   Item  overlap  resulting  in  joint-scale  keying 
was  examined  and  determined  to  be  desirable  theoretically 
and  structurally  (Millon,  1982) .   Nevertheless,  empirically 
obtained  intercorrelations  among  scales  are  greater  than 
what  can  be  expected  by  item  overlap.   According  to  the 
author,  the  high  correlations  exist  among  scales  expected  to 
demonstrate  such  relationships  (e.g.,  .81  between  Inhibited 
Style  and  Sensitive  Style) ,  however,  the  importance  of  these 
factors  in  a  configural  role  supersedes  propositions  to 
collapse  or  otherwise  modify  scales. 

The  Coping  Styles  and  Psychogenic  Attitudes  scales  of 
the  MBHI  have  been  compared  with  specific  scales  on  11 
standard  inventories  to  assess  convergent  validity.   The 
inventories  used  include  the  Minnesota  Multiphasic 
Personality  Inventory  (MMPI) ,  the  Symptom  Checklist  90 
(SCL-90) ,  Rotter's  Locus  of  Control,  Beck's  Depression 
Inventory,  the  Personal  Orientation  Inventory,  the  Life 
Events  Survey  (LES) ,  the  Concept  Analogy  Scale  (CLAT) , 
Recent  Life  Events  —  Subjective  Total  (RLE) ,  Jenkins 
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Activity  Survey  (JAS) ,  and  the  California  Personality 
Inventory  (CPI) .   Each  of  the  eight  coping  style  scales  and 
the  six  psychogenic  attitude  scales  correlate  >.32  on  at 
least  two  related  scales  from  the  correlated  instruments 
(Millon,  et  al . ,  1982). 

The  MBHI  is  a  relatively  new  scale.   Reviews  of  the 
Millon  in  the  Journal  of  Counseling  and  Development  (Rustad, 
1985)  and  by  Allen  and  Lanyon  (the  Mental  Measurements 
Yearbook,  1985)  indicate  that  the  premise  of  the  instrument 
is  good.   Nevertheless,  the  limited  use  of  the  MBHI  to  date, 
along  with  insufficient  reliability  and  validity  data,  make 
it  difficult  to  determine  the  true  efficacy  of  this 
instrument  in  providing  the  information  it  purports. 

Despite  its  limitations  and  the  measurement  concerns, 
the  MBHI  appeared  to  be  a  valid  instrument  to  investigate 
the  relationship  of  coping  style  and  psychogenic  stress  of 
treatment  seekers  who  enter  a  psychiatric  treatment  service 
in  a  medical  setting. 


Summary 
The  primary  factors  which  determine  whether  an 
individual  seeks  treatment  are  their  beliefs  about  the 
efficacy  of  treatment,  the  nature  of  their  social  and 
familial  networks,  and  demographic  variables  such  as  age, 
gender,  and  education. 
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Within  the  subgroup  of  treatment  seekers  there  are 
sub-groups  of  individuals  who  seek  treament  through 
different  means.   Traditional  help-seekers  search  out  normal 
channels,  such  as  therapists  and  clinics.   Symptomatic 
volunteers  seek  help  through  volunteering  for  treatment 
research  studies. 

The  depressed  symptomatic  volunteer  and  the  depressed 
clinic  patient  are  more  alike  than  different  in  many  ways. 
Both  are  willing  to  seek  treatment,  both  are  depressed,  and 
both  are  similar  in  personality  variables  such  as  age, 
gender,  and  education. 

Depression  is  a  serious  and  prevalent  problem.   Not 
only  are  the  implications  regarding  potential  suicide  and 
the  quality  of  life  of  great  concern,  but  the  frequency  of 
occurance  is  significant.   Nevertheless,  many  persons  do  not 
seek  appropriate  treatment.   Because  of  this,  the 
symptomatic  volunteer  who  does  not  seek  treatment  through 
available  means,  but  rather  who  responds  to  recruitment 
efforts  for  treatment  research  is  of  great  interest. 

There  is  little  in  the  literature  about  the  symptomatic 
volunteer.   Further  examined  in  this  study  were  the 
differences  between  the  symptomatic  volunteer  and  the  clinic 
patient  in  the  area  of  demography,  expressed  reasons  for 
selection  of  treatment  mode,  personality  variables  related 
to  style  of  interacting  with  health  care  givers,  and  level 
of  depression.   The  study  used  a  brief  researcher-designed 
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questionnaire,  the  Beck  Depression  Inventory,  and  the  Millon 
Behavioral  Health  Inventory. 


CHAPTER  III 
METHODOLOGY 


This  study  was  designed  to  explore  the  individual 
characteristics  of  persons  who  directly  seek  counseling  for 
depression  and  those  who  seek  help  by  being  a  research 
volunteer.   Depressed  symptomatic  volunteers  and  clinic 
patients  were  examined  to  determine  if  differences  exist 
between  the  groups  in  regard  to  demographic  variables, 
reasons  for  selection  of  treatment  mode,  styles  of  coping 
and  attitudes  towards  psychosocial  stressors.   Samples  in 
this  descriptive  study  were  compared  using  data  from  the 
Beck  Depression  Scale,  the  Millon  Behavioral  Health 
Inventory,  and  a  Demographics/Reason  for  Treatment  Mode 
Selection  questionnaire. 

Population  and  Sampling 
The  population  investigated  were  adults  seeking 
treatment  for  depression  either  as  volunteers  for  research 
or  through  a  clinic. 

Volunteers  and  clinic  patients  were  from  Chittenden 
County,  Vermont,  also  known  as  the  greater  Burlington  area. 
This  area  had  a  1987  population  of  approximately  121,000  and 
was  composed  of  the  towns  of  Burlington,  South  Burlington, 
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Colchester,  Essex,  Shelburne,  Winooski,  and  Williston. 
Burlington,  the  largest  city  in  Vermont,  had  a  1987 
population  of  approximately  38,000  (K.  Swainbank,  Lake 
Champlain  Chamber  of  Commerce,  personal  communication,  July 
8^  1987).   It  was  the  hub  of  cultural  and  educational 
activity  for  the  state,  although  not  the  capital.   In  1987, 
the  University  of  Vermont  had  an  enrollment  of 
approximately  10,000  students,  about  half  of  which  were 
residents  of  Vermont;  the  remainder  were  primarily  from  the 
New  England  states  (L.  Wrest,  University  of  Vermont  Public 
Relations  Office,  personal  communication,  July  8,  1987). 
Because  of  its  location  in  the  Green  Mountains,  its  alpine 
skiing  locale,  and  its  reputation  as  one  of  the  most 
expensive  and  exclusive  state  universities  in  the  United 
States,  it  drew  wealthy  students  who  significantly  boosted 
the  local  economy.   The  International  Business  Machines 
(IBM)  plant  in  Essex  Junction  employed  about  6,000 

■  individuals,  making  it  the  largest  employer  in  the  area  (R. 
Carpenter,  IBM  Plant  Communications  Manager,  personal 
communication,  July  10,  1987).   IBM  was  noted  for  its 
comparatively  high  salaries  and  good  benefits,  which  also 
boosted  the  local  economy.   Conversely,  because  of  the 
agricultural  economy  of  the  state,  as  well  as  the  attraction 
of  the  state  to  persons  who  desired  more  rural  environments, 
underemployment  and  statewide  poverty  created  a  situation 

where  finances  were  a  serious  problem  for  much  of  the 

population. 
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Vermont  had  a  uniquely  low  percentage  of  blacks. 
Chittenden  County,  the  most  populated  county  in  the  state, 
had  approximately  466  black  residents  (1980  census  data) . 
The  majority  of  blacks  in  the  state  were  faculty  or  students 
at  the  university  (K.  Swainbank,  personal  communication, 
July  8,  1987).   This  means  that  the  poverty  and 
underemployment  in  the  state  were  not  racially  weighted  as 
in  other  areas  of  the  country. 

Despite  local  economic  constraints  and  a  small 
population  base,  physical  and  mental  health  treatment 
resources  were  prolific  and  readily  available.   Chittenden 
County  had  700  physicians,  of  which  75  were  psychiatrists 
(S.  Kappel,  State  of  Vermont  Department  of  Health, 
Department  of  Statistics,  personal  communication,  July  10, 
1987) .   There  were  also  156  psychotherapists  and  social 
workers  in  the  area  (A.  D.  Pugh.,  President,   Vermont 
Chapter  of  National  Association  of  Social  Workers,  personal 
communication,  July  2,  1987).   In  addition,  Howard  Mental 
Health,  a  county  and  state  supported  community  mental  health 
center,  was  available  for  those  who  have  financial 
constraints  or  who  require  aftercare  services. 

The  University  Associates  in  Psychiatry  (UAP)  was  the 
treatment  division  of  the  University  of  Vermont,  College  of 
Medicine,  Department  of  Psychiatry.   As  part  of  the 
University  Health  Center  (an  outpatient  corporate  umbrella 
for  all  specialties) ,  the  UAP  had  a  comprehensive  outpatient 
program  including  a  center  for  children,  youth,  and 
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families;  short-term  dynamic  psychotherapy;  assessment 
clinic;  behavioral  medicine  service;  and  a 

psychopharmacology  clinic.   No  person  was  refused  treatment 
because  of  inability  to  pay.   All  fees  were  negotiable,  and 
a  health  center-wide  fee  reduction  program  existed  for 
individuals  who  demonstrated  financial  hardship. 

In  summary,  the  greater  Burlington  area,  which  was  the 
most  populated  area  of  the  state  of  Vermont,  had  financial 
resources  which  were  enhanced  by  the  IBM  plant  and  the 
University  of  Vermont  but  which  were  limited  in  general. 
Racially,  the  area  was  nearly  totally  Caucasian.   Treatment 
services  for  mental  health  problems  were  readily  available 
in  both  the  public  and  private  sectors,  and  at  a  wide  range 
of  costs. 

The  sample  was  drawn  from  two  sets  of  individuals  who 
contacted  the  University  Associates  in  Psychiatry  outpatient 
services  for  treatment.   One  set  were  symptomatic  volunteers 
being  recruited  for  a  depression  research  study.   The  other 
set  were  patients  who  came  to  the  University  Associates  for 
their  initial  assessment  or  therapy  and  who  had  depression 

as  part  of  their  presenting  problem. 

.•'  V- 

Sampling  Procedures 
A  total  of  60  participants  were  obtained,  30 

symptomatic  volunteers  and  30  counseling  clients. 

Symptomatic  volunteers  were  recruited  through  newspaper 

advertisements  placed  in  the  local  newspaper  (Burlington 
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Free  Press)  and  in  an  alternative  paper  (Vanguard  Press) . 
Advertisements  were  worded  as  follows: 

DEPRESSED? 

Everyone  feels  down  at  times.   If  your  depression  won't  go 
away,  or  has  lasted  2  to  6  weeks  or  even  longer,  and  if 
you've  noticed  a  change  in  your  sleep  or  eating  habits, 
difficulty  in  concentration,  and  if  your  normal  activities 
seem  less  enjoyable,  then  you  might  have  a  depression  that 
could  be  helped  by  medication. 

The  University  of  Vermont  Depression  Treatment  Program  is 
seeking  people  to  participate  in  programs  comparing 
promising  newer  antidepressants  with  standard  antidepressant 
medications.   Patients  will  receive  at  no  cost: 
antidepressant  medications,  required  physician  visits,  and 
laboratory  and  physical  evaluations.   Participation  in  the 
program  can  be  coordinated  with  ongoing  psychotherapy  or 
private  medical  treatment. 

If  you  are  interested,  please  call: 

Geraldine  Amori,  M.S. 

Clinical  Coordinator 

656-4560 

University  Associates  in  Psychiatry 

All  incoming  phone  calls  were  answered  by  the 
University  Associates  in  Psychiatry  receptionist.   In  order 
to  ensure  that  each  caller  received  an  uninterrupted 
telephone  interview,  the  receptionist  scheduled  a  1/2  hour 
telephone  appointment.   The  clinical  coordinator  of  the 
Psychopharmacology  Service  (the  researcher  for  this  study) 
returned  the  phone  call  to  screen  the  individual  using 
criteria  established  for  eligibility  for  the  drug  clinical 
study.   These  criteria  included  the  presence  of  symptoms 
indicative  of  a  major  depressive  disorder  and  excluded 
individuals  who  were  seriously  suicidal,  had  serious  or 
uncontrolled  illnesses,  had  a  recent  history  of  substance 
abuse,  or  who  were  pregnant  or  breastfeeding.   Once  it  was 
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determined  that  the  volunteer  was  either  eligible  or 
ineligible  for  the  drug  study,  the  coordinator  requested 
their  participation  as  follows. 


At  this  time  the  Psychiatry  Outpatient  Research  Unit  is 
doing  another  study  on  volunteers  in  which  all  callers  can 
participate,  regardless  of  their  eligibility  for  the  drug 
study.   This  study  is  about  individuals  who  volunteer  for 
research.   Since  we  are  constantly  doing  drug  studies,  we 
feel  that  it  is  important  to  understand  people  who 
volunteer.   Through  this  knowledge  we  hope  to  learn  more 
that  will  help  us  find  ways  to  help  people  find  treatment. 

Your  participation  in  the  study  would  only  require  that 
you  complete  three  brief  questionnaires  that  total  five 
pages  in  length.   One  questionnaire  requests  some 
demographical  information  and  asks  you  to  state  what  your 
primary  reason  was  for  volunteering  for  the  drug  study.   A 
second  questionnaire  is  the  Beck  Depression  Inventory.   It 
is  a  standard  inventory  used  to  measure  the  severity  of  the 
depression  you  are  currently  experiencing.   The  final 
questionnaire  is  the  Millon  Behavioral  Health  Inventory.   It 
is  a  personality  scale  that  assesses  different  styles  of 
interacting  with  health  care  givers.   The  questionnaires 
should  take  no  more  than  1/2  hour  of  your  time. 
Furthermore,  your  responses  will  be  grouped  with  other 
volunteers  so  there  will  be  no  way  to  trace  any  given 
response  to  any  individual.  If  you  agree  to  participate,  I 
will  send  you  a  packet  with  the  questionnaires  and  a 
stamped,  self -addressed  envelope.   Are  you  willing  to 
participate  by  completing  the  questionnaires? 


Those  symptomatic  volunteers  who  were  not  in  treatment 
elsewhere  and  agreed  to  participate  were  asked  for  an 
address  and  were  sent  the  packet  as  described  above, 
regardless  of  their  screening  status  for  the  clinical  study. 
This  process  continued  until  30  participants  with  a  Beck 
Depression  Inventory  score  >  10  responded. 

Clinic  participants  were  obtained  from  those 
individuals  who  came  to  the  University  Associates  in 
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Psychiatry  for  their  initial  visit  with  a  therapist. 
Originally,  all  new  patients  were  asked  to  come  40  minutes 
prior  to  their  appointment  time  to  complete  some  forms. 
When  they  arrived  they  received  an  informed  consent  form 
from  the  secretary.   All  patients  who  agreed  to  participate 
received  a  packet.   The  informed  consent  form  read  as 
follows: 


INFORMED  CONSENT 

We  are  doing  several  studies  in  our  outpatient 
services.   These  studies  look  at  the  characteristics  of  our 
patients.   We  hope  that  by  doing  so  we  might  be  able  to  help 
design  our  services  so  that  the  greatest  number  of  people 
are  best  served.   The  questions  that  we  are  examining  are: 
1)   How  depressed  are  our  patients?   2)   What  are  the 
demographic  characteristics  of  our  patients?   3)   What 
motivates  people  to  seek  treatment  through  our  services?   4) 
What  are  the  characteristic  styles  of  our  patients  regarding 
interaction  with  health  care  givers?   5)   What  are  the 
characteristic  styles  of  our  patients  in  response  to  stress? 
The  benefits  of  participation  in  this  study  are  twofold. 
Your  therapist  has  increased  treatment-related  information 
about  you,  at  no  cost  to  you.   You  also  help  future  patients 
by  helping  us  learn  how  to  best  serve  our  patients. 

Any  forms  you  fill  out  will  be  completely  confidential 
and  will  be  treated  as  clinical  records.   All  reported  data 
will  be  grouped  to  maintain  patient  confidentiality.   Your 
responses  to  these  inventories  will  not  bias  your  treatment 
at  the  University  Associates  now  or  in  the  future. 

If  you  are  willing  to  participate,  please  sign  this 
form  and  hand  it  to  the  receptionist.   She  will  give  you  a 
packet  with  everything  you  need  to  complete  the  forms. 

If  you  are  willing  to  participate,  but  do  not  want  your 
therapist  to  receive  the  findings  of  the  questionnaires,  you 
may  indicate  this  on  the  bottom  of  this  sheet. 

Complete  the  forms  now.   You  can  return  them  to  the 
receptionist  in  the  envelope  prior  to  your  meeting  with  your 
therapist. 

I  have  read  the  information  above  and  am  willing  to 
participate  in  the  study. 


Signature 
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This  procedure,  however,  relied  heavily  on  support 
staff  cooperation.   Data  collection  was  insufficient  within 
a  reasonable  period  of  time,  and  not  all  appropriate 
subjects  were  being  approached  for  participation. 
Consequently,  the  procedure  was  changed.   The  revised 
procedure  involved  fewer  staff  and  thereby  was  more 
efficient  and  effective.   In  the  modified  procedure,  all  new 
patients  received  a  packet  in  the  mail  identical  to  those 
received  by  symptomatic  volunteers  with  the  exception  of  the 
cover  letter.   (For  more  details  on  the  revised  procedure 
see  the  "Limitations  to  Generalizability"  section  of  Chapter 
V.)   Combining  the  data  collected  from  both  procedures,  the 
first  30  respondents  who  demonstrated  depressive 
symptomatology  (as  defined  by  a  score  of  10  or  more  on  the 
Beck  Depression  Inventory)  and  completed  the  forms  were 
included  in  the  study. 

Variables/Instruments 
The  variables  measured  and  analyzed  fell  into  the 
categories  of  demographics,  expressed  reasons  for  treatment 
mode  selection,  level  of  depression,  basic  personality 
coping  styles,  and  attitudes  towards  psychogenic  stressors. 
The  instruments  used  in  this  study  included  the 
Demographics/Reason  for  Treatment  Mode  Selection 
questionnaire  (designed  for  this  study) ,  the  Beck  Depression 
Inventory  (Beck  et  al.,  1961)  and  the  Millon  Behavioral 
Health  Inventory  (Millon  et  al.,  1982). 
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The  demographic  variables  selected  for  measurement 
included  those  identified  by  the  literature  to  be  associated 
with  help-seeking  behavior.   These  variables  included  age, 
gender,  marital  status,  income,  and  educational  level. 

The  reason  for  selection  of  treatment  mode  was  a 
categorical  variable.   The  query  of  "What  contributed  to 
your  decision  to  seek  help  here/  through  a  study?" 
generated  responses  in  pre-determined  categories  that  were 
evaluated  for  both  frequency  and  rank  order  of  importance. 
This  was  a  unique  variable  both  in  the  way  that  the  data 
were  generated  and  handled  for  analysis. 

The  Demographics/Reasons  for  Treatment  Mode  Selection 
questionnaire  (located  in  Appendix  A)  was  a  1-sheet 
questionnaire  developed  by  the  researcher  asking  specific 
questions  about  the  individual's  age,  gender,  educational 
background,  and  income.   The  reason  for  selecting  treatment 
mode  question  was  designed  to  elicit  the  respondent's 
conscious  rationale  for  choosing  to  seek  help  through  a 
traditional  clinic  setting  or  through  participation  in  a 
research  study.   The  categories  provided  were 
(a)  Finances/Cost  of  Services;  (b)  Referred  by  Physician, 
Therapist,  or  Agency;  (c)  Pressure  from  Family  or  Friends; 
(d)  Desire  to  Help  Others  or  Further  Science;  (e)  Easy 
Access  to  Talk  with  Someone;  (f)  Hope  that  a  New 
Drug/Treatment  Will  Work;  (g)  Reputation  of 
Services/Therapist;  and  (h)  Other.   Participants  were  asked 
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to  specify  the  nature  of  any  statements  that  they  considered 
"other" . 

The  level  of  depression  is  a  measure  of  the  extent  to 
which  the  individual  is  currently  experiencing  depressive 
symptomatology.   This  variable  was  defined  as  the  score  on 
the  Beck  Depression  Inventory.   A  minimum  score  of  10  was 
required  to  denote  the  presence  of  depression. 

The  Beck  Depression  Inventory  fBDI^  (Beck  et  al . ,  1961) 
is  a  21-item,  self-rating  depression  scale  that  yields  a 
single  score.   The  individual  reads  a  stem  statement,  then 
rates  the  intensity  of  the  indicated  symptom  over  the  past 
week  on  a  scale  of  0-3 .   Descriptor  phrases  printed  next  to 
the  rating  scale  helps  the  individual  determine  the 
appropriate  intensity  level.   The  responses  are  totaled  for 
the  scale  score.   In  a  normal  or  medical  population, 
non-depressed  individuals  should  score  less  than  a  10  on  the 
scale  (Beck  &  Beamsderfer,  1974) .   A  mildly  symptomatic 
(i.e.,  a  person  experiencing  4-6  significantly  impairing  or 
up  to  10  mildly  impairing  symptoms)  or  a  temporarily 
depressed  person  scores  from  10  to  20  on  the  scale.   A  score 
of  20  or  greater  indicates  the  presence  of  a  serious 
depression.   For  the  purposes  of  this  study,  a  score  of  10 
or  more  was  required  for  inclusion  under  the  criterion  that 
the  individual  must  be  experiencing  symptoms  of  depression. 

Test-retest  reliability  of  the  BDI  has  been  established 
in  the  0.70s  for  ratings  measuring  symptom  intensity  for  a 
one  week  time  period  (Steer,  Beck,  &  Garrison,  1986) . 
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Nevertheless,  test-retest  reliability  is  limited.   Ratings 
measured  for  at  any  single  point  in  time,  particularly  in 
mildly  depressed  individuals,  is  subject  to  wider  variations 
in  retest  reliability  (Bumberry,  Oliver,  &  McClure,  1978) . 

Validity  of  the  BDI  has  been  established  on  a  number  of 
criteria.   The  Beck  has  been  significantly  correlated  with 
psychiatric  ratings  in  numerous  studies  (Bech  et  al.,  1975; 
Davies  et  al.,  1975;  Steer  et  al.,  1986).   In  addition, 
correlations  ranging  from  0.50  to  0.80  have  been  determined 
with  numerous  psychiatric  rating  scales  and  psychological 
tests  (Mayer,  1977;  Steer  et  al.,  1986). 

The  Millon  Behavioral  Health  Inventorv  (MBHI)  (Millon 
et  al.,  1982)  is  a  150-item  scale  designed  to  measure 
variables  considered  pertinent  to  a  patient's  cooperation 
with  health  care  givers.   Although  initially  designed  to  be 
used  with  individuals  experiencing  some  type  of  physical 
illness,  it  was  particularly  applicable  to  the  population  of 
help-seekers  in  this  study  since  help  was  being  sought  in  a 
medical  clinic  (i.e.,  psychiatry  services).   The  MBHI  is  a 
150-item  questionnaire  designed  for  individuals  17  years  of 
age  or  older.   The  items  consist  of  descriptive  statements 
to  which  the  individual  responds  true  or  false.   The  MBHI 
measures  personality  characteristics  and  attitudes  towards 
psychosocial  stressors  with  the  theoretical  position  that 
these  coping  styles  and  attitudes  influence  the  patient's 
approach  to  and  interface  with  treatment  systems. 


84 

The  Millon  Behavioral  Health  Inventory  yields  raw  and 
base  rate  scores  which  are  then  developed  into  a  profile. 
The  scale  measures  variables  in  the  categories  of  Basic 
Coping  Styles,  Psychogenic  Stresors,  Prognostic  Indices, 
plus  scores  for  patients  exhibiting  specific  disease 
syndromes.   For  the  purposes  of  this  study,  the  coping 
styles  and  psychogenic  attitudes  scales  were  included  in  the 
data  set. 

According  to  Millon  (1982) ,  the  test-retest  reliability 
of  the  instrument  determined  on  a  general  population  of 
undefined  size  over  an  elapsed  time  of  4 . 5  months  averaged 
.85.   Validity  was  determined  by  correlation  with  eleven 
established  psychological  assessment  tools.   The  eight 
coping  style  scales  and  six  psychogenic  attitude  scales 
correlate  >.32  on  at  least  two  related  scales  from  compared 
instruments  (Millon  et  al.,  1982). 

Basic  personality  coping  style  variables  were 
introversive  style,  inhibited  style,-  cooperative  style, 
sociable  style,  confident  style,  forceful  style,  respectful 
style,  and  sensitive  style  as  defined  by  the  scales  from  the 
Millon  Behavioral  Health  Inventory.   These  eight  scales 
measure  basic  coping  styles  as  they  pertain  to  the 
individual's  interaction  with  health  care  givers.   The 
Introversive  Style  scale  measures  the  individual's  pattern 
of  dealing  with  others  and  possible  level  of  initiative  in 
treatment  plan  compliance.   Inhibited  Style  scores  reflect 
the  extent  to  which  an  individual  may  be  shy  and  need 
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encouragement  from  health  care  givers  to  gain  cooperation. 
An  individual's  score  on  the  Cooperative  Style  scale 
reflects  to  what  extent  the  individual  tends  to  require 
specific  instructions  and  tend  to  become  dependent  on  the 
professional.   The  Sociable  Style  scale  measures  the  extent 
to  which  an  individual  is  likely  to  engage  in  treatment  at 
an  early  stage  of  the  process  but  becomes  less  dependable  or 
reliable  in  compliance  with  treatment  as  time  progresses. 
The  scale  for  Confident  Style  measures  the  extent  to  which 
an  individual  will  behave  in  a  calm  and  confident  manner, 
but  be  motivated  by  a  need  to  ensure  their  well-being.   The 
Forceful  Style  scale  measures  the  extent  to  which  an 
individual  needs  a  very  direct,  explicit,  strong  style  to 
engender  trust  and  gain  compliance  with  treatment  plans.   An 
individual's  score  on  the  Respectful  Style  scale  measures 
the  extent  to  which  he  or  she  may  have  the  tendency  to  deny 
symptoms  and  feelings  while  being  cooperative  and 
conforming.   Scores  on  the  Sensitive  Style  scale  measure  the 
extent  to  which  an  individual  may  be  moody  and  erratic  in 
treatment  compliance,  switching  from  cooperating,  to 
complaining,  to  non-cooperating  on  an  erratic  basis.   Each 
of  these  variables  reflect  a  style  of  relating  to  health 
care  professionals  that  may  impact  the  choice  and  course  of 
treatment  (Millon  et  al.,  1982). 

The  attitudes  towards  psychosocial  stressors  were 
defined  as  the  variables  of  chronic  tension,  recent  stress, 
premorbid  pessimism,  future  despair,  and  social  alienation 
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as  measured  by  the  psychogenic  attitudes  scales  on  the 
Millon  Behavioral  Health  Inventory.   These  scales  measure 
the  individual's  perceptions  of  stressors  that  may  influence 
susceptibility  to  physical  illness.   The  Chronic  Tension 
scale  measures  the  extent  to  which  an  individual  lives  life 
in  a  state  of  constant  self-imposed  tension.   The  Social 
Alienation  scale  measures  the  extent  to  which  an  individual 
experiences  the  ability  to  rely  on  a  social  support  system. 
The  score  on  the  Somatic  Anxiety  scale  measures  the  extent 
to  which  an  individual  may  be  experiencing  concerns  or  fears 
about  their  physical  health.   These  scales  all  measure  the 
individual's  experience  of  chronic,  recent,  and  current 
stress  (Millon,  et  al.,  1982). 

Hypotheses 
The  following  hypotheses  were  tested  at  the  .05  level 
of  significance: 

Hoi:   There  will  be  no  difference  between  symptomatic 
volunteers  and  clinic  patients  on  the  demographic  variables 
of  age,  educational  level,  or  income. 

Ho2:   There  will  be  no  difference  between  symptomatic 
volunteers  and  clinic  patients  on  the  basis  of  gender. 

Ho3:   There  will  be  no  difference  between  symptomatic 
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volunteers  and  clinic  patients  on  the  basis  of  marital 
status. 

Ho4:   There  will  be  no  difference  between  symptomatic 
volunteers  and  clinic  patients  on  the  basis  of  expressed 
reason  for  treatment  mode  selection. 

Ho5:   There  will  be  no  difference  between  symptomatic 
volunteers  and  clinic  patients  on  the  basis  of  level  of 
depression,  as  measured  by  the  Beck  Depression  Inventory. 

Ho6:   There  will  be  no  difference  between  symptomatic 

volunteers  and  clinic  patients  in  the  patterns  of  coping 

styles,  as  measured  by  the  Millon  Behavioral  Health 
Inventory. 

Ho7:   There  will  be  no  difference  between  symptomatic 
volunteers  and  clinic  patients  in  the  perceptions  of 
psychosocial  stress,  as  measured  by  the  Millon  Behavioral 
Health  Inventory. 

Analyses  of  Data 
The  dependent  variable  in  this  study  was  the  mode  of 
treatment-seeking  (i.e.,  through  a  clinic  or  through  a 
research  study) .   The  independent  variables  include 
educational  level,  income,  and  age  which  are  interval  data, 
Gender  and  marital  status  are  nominal  data  as  is  the 
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expressed  reason  for  choice  of  treatment  mode.   Level  of 
depression  is  interval  data  as  are  the  scores  for  coping 
styles  and  attitudes  towards  psychosocial  stressors. 

Simple  frequencies  were  computed  on  all  data  for  a 
preliminary  comparison  of  the  groups.   Nonparametric 
statistical  procedures  (Chi-square)  were  used  to  test 
hypotheses  2,  3,  and  4  which  are  categorical  demographic 
data  and  the  expressed  reasons  for  treatment  mode  selection. 

Hypothesis  1,  which  included  the  interval  level  data  of 
age,  educational  level,  and  income,  was  tested  using  a  t 
test.   Chi-square  was  additionally  used  to  test  for 
differences  between  the  groups  in  patterns  of  response 
distribution.   Hypothesis  5  was  similarly  tested  using  a  t 
test  for  overall  level  of  depression.   Further  analysis  of 
the  data  included  a  t  test  of  the  individual  items  to 
determine  if  there  were  differences  in  the  intensity  of 
specific  depressive  symptoms  and  a  Chi-square  analysis  of 
total  score  distribution. 

Discriminant  function  analyses  were  used  to  test 
Hypotheses  6  and  7.   This  statistical  application  allowed 
determination  of  the  ability  to  predict  group  membership  on 
the  basis  of  differences  between  scores  on  specified 
variables.   In  addition,  a  t  test  was  used  to  test  for 
significant  differences  between  the  groups  on  individual 
items.   The  base  rate  scores  on  the  coping  styles  scales 
provided  the  data  for  analysis  of  difference  between  the 
groups  on  the  basis  of  personality  styles;  while  the  base 
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rate  scores  for  the  perceptions  of  psychosocial  stress  was 
used  to  determine  difference  between  the  groups  with  regard 
to  perceptions  of  past,  chronic,  and  recent  stress. 

The  significance  level  accepted  for  all  analyses  in 
this  study  was  p  <  .05. 

Limitations 
Limitations  in  this  study  are  those  inherent  in  any 
small  descriptive  study.   Concepts  such  as  personality 
characteristics  of  groups  are  difficult  to  generalize  on  the 
basis  of  a  small  study.   Ensuring  representative  sampling  is 
influenced  by  the  inability  to  control  for  subject 
self-selection,  and  consequently  for  the  measurement  bias 
intrinsic  to  subject  self-selection.   In  addition, 
psychometric  instruments  were  used  in  this  study;  therefore, 
measures  are  dependent  upon  reliable  patient  self -report. 
Despite  these  inherent  difficulties,  this  study  is  an 
important  first  step  in  the  investigation  of  differences 
between  symptomatic  volunteers  and  depressed  clinic  patients 
on  variables  related  to  their  approach  to  help-seeking  and 
their  style  of  relating  to  health  care  givers. 


CHAPTER  IV 
RESULTS 


This  study  was  designed  to  investigate  possible 
differences  between  two  groups  of  individuals  who  seek  help 
through  clinical  research  or  through  traditional  outpatient 
services.   Symptomatic  volunteers  for  an  outpatient 
antidepressant  medication  study  and  new,  symptomatic 
patients  to  an  outpatient  treatment  program  were  compared  on 
a  number  of  variables.   The  variables  compared  were 
demographic  characteristics,  severity  of  depression,  stated 
reasons  for  selection  of  treatment  program,  styles  of 
interacting  with  health  care  givers  (coping  styles) ,  and 
perceptions  of  psychosocial  stress.   The  goal  of  this 
comparison  was  to  attempt  identification  of  characteristics 
that  might  account  for  the  difference  in  help-seeking 
approach. 

Forty  respondents  to  a  recruitment  advertisement  for  an 
antidepressant  medication  study  were  asked  by  the  researcher 
during  a  telephone  interview  to  participate  in  the  study. 
The  return  rate  for  the  symptomatic  volunteer  group  was  88% 
(n  =  35) .   From  among  the  35  respondents,  5  sets  of  data 
were  not  used.   Three  sets  of  data  were  discarded  because 
they  did  not  meet  the  inclusion  criterion  of  a  Beck 
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Depression  Inventory  score  >  10  and  2  other  sets  of  data 
were  not  included  because  they  arrived  after  the  data 
collection  period  was  terminated.   The  final  usability  rate 
for  symptomatic  volunteers  was  75%  (n  =  30)  of  the  initial 
respondents  to  the  advertisement.   Relatedly,  of  the  65 
clinic  patients  asked  to  participate  in  this  study,  51%  (n  = 
43)  returned  the  completed  questionnaires,  but  13  of  them 
could  not  be  used.   Eleven  had  Beck  Depression  Inventory 
scores  less  than  10  and  2  response  sets  were  returned  after 
data  collection  was  completed.   Therefore,  the  final 
usability  rate  of  the  clinic  patient  group  was  46%  (n  =  30) . 
Chi-square  analysis  of  response  rate  showed  no  significant 
difference  between  the  groups  (Chi-square  =  2.54,  df  =  1, 
E  >  .05) . 

Evaluation  of  Hypotheses 
The  hypotheses  were  evaluated  using  the  statistical 
procedures  and  analyses  delineated  in  Chapter  III.   The 
results  of  these  evaluations  are  as  follows. 

Hoi:   There  will  be  no  difference  between 
symptomatic  volunteers  and  clinic  patients  on  the 
demographic  variables  of  age,  educational  level, 
or  income. 

Symptomatic  volunteers  ranged  in  age  from  20  through  67 
(M  =  39.7,  s.d.  =  10.3),  while  clinic  patients  ranged  from 
21  through  80  (M  =  40.9,  s.d.  =  12.9).   The  results  of  a 
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t-test  analysis  did  not  indicate  a  significant  difference  in 
age  between  the  groups  (t  =  -.40,  df  =  58,  e  >  .05). 
Frequency  data  within  the  groups  indicated  a  fairly  well 
matched  distribution;  see  Table  4-1. 


Table  4-1.   Age  Distributions  of 
Symptomatic  Volunteers  and  Clinic  Patients 


Symptomatic 

Clinic 

Volunteers 

Patients 

Age  Range 

n 

n 

20-29 

4 

4 

30-39 

15 

16 

40-49 

6 

5 

50-59 

4 

1 

60-69 

1 

3 

70+ 

0 

1 

Symptomatic  volunteers  reported  from  12  (i.e.,  high 
school  graduate)  to  20  years  of  completed  education 
(M  =  14.6,  s.d.  =  2.5),  while  clinic  patients  ranged  from  7 
to  20  years  of  completed  education  (M  =  13.4,  s.d.  =  3.2). 
Although  a  trend  was  noted  for  clinic  patients  to  have  less 
total  education   (see  Table  4-2) ,  no  significant  difference 
in  educational  level  between  the  groups  was  found  following 
a  t-test  analysis  (t  =  1. 52,  df  =  58,  e  >  .05). 
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Table  4-2.  Educational  Experience  Distributions  of 
Symptomatic  Volunteers  and  Clinic  Patients 

Symptomatic       Clinic 
Volunteers       Patients 


#  Years 

n 

n 

<12 

8 

13 

12<16 

15 

12 

16+ 

7 

5 

Reported  income  for  symptomatic  volunteers  ranged  from 
$5,000  to  $50,000  annually  (M  =  $22,000,  s.d.  =  $11,630). 
Clinic  patients  reported  incomes  ranging  from  $4,000  to 
$65,000  per  year  (M  =  $22,300,  s.d.  =  $18,230).   The 
respective  frequency  distributions  were  examined  because  of 
differences  in  within-group  variability  as  indicated  by  the 
standard  deviations  and  greater  number  of  clinic  patients  at 
the  lower  end  of  the  income  range  (see  Table  4-3) .  No 
significant  differences  in  income  were  found  between  the 
groups  (t  =  -.07,  df  =  40.5,  p  >  .05). 


Table  4-3.  Income  Distributions  of 
Symptomatic  Volunteers  and  Clinic  Patients 


Symptomatic 

CI 

inic 

Volunteers 

Patients 

Income 

n 

n 

<10 

4 

9 

10-19 

9 

6 

20-29 

7 

4 

30-39 

4 

3 

40+ 

2 

3 

Note:   Income  is  expressed  in  thousands  of  dollars 
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No  significant  differences  were  found  between  the 
groups  for  age,  educational  level,  or  income.   Therefore, 
null  hypothesis  1  was  not  rejected. 


Ho2:   There  will  be  no  difference  between 

symptomatic  volunteers  and  clinic  patients  on  the 

basis  of  gender. 

There  was  no  statistically  significant  association 
between  gender  and  group  membership  (Chi-square  =  .62, 
df  =  1,  2  >  .05).   The  clinic  patient  sample  was  nearly 
equally  divided  between  males  (n  =  14)  and  females  (n  =  16) 
while  the  symptomatic  volunteer  group  composition  was 
one-third  male  (n  =  10)  and  two-thirds  female  (n  =  20) . 

No  significant  difference  was  found  between  the  groups 
on  the  basis  of  gender.   Therefore,  null  hypothesis  2  was 
not  rejected. 


Ho3:   There  will  be  no  difference  between 

symptomatic  volunteers  and  clinic  patients  on  the 

basis  of  marital  status. 

Thirteen  of  the  symptomatic  volunteers  reported  being 
married  (n  =  9)  or  cohabitating  (n  =  4) .   The  remaining  17 
were  nearly  equally  divided  between  those  who  had  never 
married  (n  =  8)  and  those  who  were  divorced  (n  =  6) , 
separated  (n  =  1) ,  or  widowed  (n  =  2) .   Among  the  clinic 
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patients,  15  reported  being  married  and  none  were 
cohabitating.  The  remaining  15  were  similarly  divided 
between  those  who  had  never  married  (n  =  6)  and  those  who 
were  divorced  (n  =  7),  separated  (n  =  0) ,  or  widowed  (n  = 
2) .   Originally,  seven  categories  were  provided  for 
reporting  marital  status.   However,  the  categories  were 
grouped  by  current  living  status  for  data  analyses  because 
several  had  insufficient  frequencies  to  meet  the  minimum 
criterion  for  valid  analyses.   Those  married  or  cohabitating 
were  designated  as  one  group,  those  never  married  were 
considered  a  second  group,  and  those  separated,  divorced,  or 
widowed  were  considered  a  third  group.   Chi-square  analysis 
failed  to  reveal  a  statistically  significant  distribution 
difference  on  the  basis  of  marital  status  (Chi-square  =  .42, 
df  =  2,  E  >  .05) . 

No  significant  difference  was  found  between  the  groups 
on  the  basis  of  marital  status.  Therefore,  null  hypothesis 
3  was  not  rejected. 


Ho4:   There  will  be  no  difference  between 
symptomatic  volunteers  and  clinic  patients  on  the 
basis  of  expressed  reason  for  treatment  mode 
selection. 

The  "Reasons  for  Treatment  Mode  Selection" 
questionnaire  required  a  two-part  response.   Subjects  were 
asked  to  select  from  eight  factors  which  contributed  to 
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their  decision  to  seek  treatment  through  the  study  or  the 
outpatient  services  (Appendix  A) .   A  write-in  category 
called  "other"  also  was  provided.   In  another  column,  each 
respondent  was  asked  to  rank  order  responses  in  terms  of  the 
relative  importance  of  that  response  in  the  decision  to  seek 
help.   Responses  were,  therefore,  evaluated  in  two  ways. 
First,  the  differences  in  total  frequency  with  which  each 
response  category  was  indicated  was  evaluated  for  between 
group  differences.   Second,  the  rank  ordering  of  responses 
was  examined  for  within  groups  trends. 

Significant  differences  between  symptomatic  volunteers 
and  clinic  patients  were  observed  on  two  of  the  eight 
possible  categories  of  reasons  for  participation. 
Symptomatic  volunteers  were  differentially  more  likely  to 
report  "financial"  reasons  for  seeking  treatment  through  a 
research  program  (Chi-sguare  =  9.07,  df  =  1,  p  <  .05), 
whereas  new  clinic  patients  differentially  reported  more 
frequently  "being  referred"  as  the  primary  reason  for  making 
an  appointment  at  the  clinic.  (Chi-square  =  29.93,  df  =  1, 
E  <  .05).   Table  4-4  contains  the  frequency  of  each 
response  category  indicated  for  symptomatic  volunteers  and 
clinic  patients.   The  Chi-square  distributions  for  each 
category  are  shown  in  Tables  4-5  through  4-12. 
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Table  4-4.   Reasons  Indicated  for  Selection  of  Treatment 
Mode  by  Symptomatic  Volunteers  and  Clinic  Patients 


Symptomatic 

CI 

inic 

Volunteers 

Patients 

Reason 

n 

n 

Treatment 

« 

hopes 

23 

18 

Referred 

2 

24 

Finances 

16 

4 

Desire  to 

help 

others 

7 

4 

Pressure  from 

others 

4 

7 

Easy  access 

5 

4 

Service 

reputation 

2 

4 

Other 

7 

6 

Table  4-5.   Chi-square  Analysis  of  the  Influence  of 
"Finances"  on  Help-Seeking  for  Symptomatic  Volunteers 

and  Clinic  Patients 


Symptomatic 
Volunteers 

Clinic 
Patients 

Row 
Total 

Indicated 
Not  Indicated 

16  (53%) 
14  (47%) 

4  (13%) 
26  (87%) 

20  (33%) 
40  (67%) 

Column  Total 

30  (50%) 

30  (50%) 

60  (100%) 

Chi-square  =  9.07,  df  =  1,  e  <  • 05 


Table  4-6.   Chi-square  Analysis  of  the  Influence  of 
"Referral"  on  Help-Seeking  for  Symptomatic  Volunteers 

and  Clinic  Patients 


Symptomatic 
Volunteers 

Clinic 
Patients 

Row 
Total 

Indicated 
Not  Indicated 

2  (7%) 
28  (93%) 

24  (80%) 
6  (20%) 

26  (43%) 
34  (57%) 

Column  Total 

30  (50%) 

30  (50%) 

60  (100%) 

Chi-square  =  29.93/  df  =  1,  p  <  .05 
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Table  4-7.   Chi-square  Analysis  of  the  Influence  of 
"Pressure  from  Others"  on  Help-Seeking  of  Symptomatic 
Volunteers  and  Clinic  Patients 


Symptomatic 
Volunteers 

Clinic 
Patients 

Row 
Total 

Indicated 
Not  Indicated 

4  (13%) 
26  (87%) 

7  (23%) 
23  (77%) 

11  (18%) 
49  (82%) 

Column  Total 

30  (50%) 

30  (50%) 

60  (100%) 

Chi-square  =  .44,  df  =  1,  e  >  • 05 


Table  4-8.   Chi-square  Analysis  of  the  Influence  of 

"Desire  to  Help  Others"  on  Help-Seeking  for  Symptomatic 
Volunteers  and  Clinic  Patients 


Symptomatic 
Volunteers 

Clinic 
Patients 

Row 
Total 

Indicated 
Not  Indicated 

7  (23%) 
23  (77%) 

4  (13%) 
26  (87%) 

11  (18%) 
49  (82%) 

Column  Total 

30  (50%) 

30  (50%) 

60  (100%) 

Chi-square  =  .44,  df  =  1,  p  >  . 05 


Table  4-9.   Chi-square  Analysis  of  the  Influence  of 
"Easy  Access"  on  Help-Seeking  for  Symptomatic 
Volunteers  and  Clinic  Patients 


Symptomatic 
Volunteers 

Clinic 
Patients 

Row 
Total 

Indicated 
Not  Indicated 

5  (17%) 
25  (83%) 

4  (13%) 
26  (87%) 

9  (15%) 
51  (85%) 

Column  Total 

30  (50%) 

30  (50%) 

60  (100%) 

Chi-square  =  .00,  df  =  1,  e  >  -05 
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Table  4-10.   Chi-square  Analysis  of  the  Influence  of 

"Hopes  for  New  Effective  Treatment"  on  Help-Seeking  for 
Symptomatic  Volunteers  and  Clinic  Patients 


Symptomatic 
Volunteers 

Clinic 
Patients 

Row 
Total 

Indicated 
Not  Indicated 

23  (77%) 
7  (23%) 

18  (60%) 
12  (40%) 

41  (68%) 
19  (31%) 

Column  Total 

30  (50%) 

30  (50%) 

60  (100%) 

Chi-square  =  1.23,  df  =  1,  e  >  '05 


Table  4-11.   Chi-square  Analysis  of  the  Influence  of 

"Reputation  of  Service"  on  Help-Seeking  for  Symptomatic 
Volunteers  and  Clinic  Patients 


Symptomatic 
Volunteers 

Clinic 
Patients 

Row 

Total 

Indicated 
Not  Indicated 

2  (7%) 
28  (93%) 

4  (13%) 
26  (87%) 

6  (10%) 
54  (90%) 

Column  Total 

30  (50%) 

30  (50%) 

60  (100%) 

Chi-square  =  . 18,  df  =  1,  p  >  . 05 


Table  4-12.   Chi-square  Analysis  of  the  Influence  of 
"Other"  Reasons  on  Help-Seeking  for  Symptomatic 
Volunteers  and  Clinic  Patients 


Symptomatic 
Volunteers 

Clinic 
Patients 

Row 
Total 

Indicated 
Not  Indicated 

7  (23%) 
23  (77%) 

4  (13%) 
26  (87%) 

11  (18%) 
49  (82%) 

Column  Total 

30  (50%) 

30  (50%) 

60  (100%) 

Chi-square  =  .44,  df  =  1,  p  >  . 05 

Reasons  listed  in  the  "Other"  category  by  symptomatic 
volunteers  were  "I  saw  the  ad,  and  I  am  depressed" 


100 

(n  =  4),  "I  needed  treatment"  (n  =  2),  and  "I  did  not  know 

what  to  do  until  I  saw  the  ad"  (n  =  1) .   Clinic  patients 

listed  "Other"  reasons  including  "chronic  pain"  (n  =  2) , 

"to  feel  better"  (n  =1),  "concern  for  self"  (n  =  1), 

"desire  to  solve  problems"  (n  =  1) ,  and  one  who  did  not 

state  a  particular  reason. 

Table  4-13.   Number  of  Responses  by  Rank  Order  of 
Symptomatic  Volunteers 


Reasons  1st     2nd     3rd     4th     >5th 


Treatment 

hopes  17  5  1  - 

Financial  3  7  5  1 

Referred  i  i  -  _ 
Pressure  from 

others  -  3  -  4 
Desire  to  help 

others  -  2  4  1 

Easy  access  113- 
Service 

reputation  -  2  '     -  - 

Other  7  _  -  _ 


Table  4-14. 

Number  of  Responses  by  Rank  Order  of 
Clinic  Patients 

Reasons 

1st     2nd     3rd     4th     >5th 

Referred  14      6       1       - 

Treatment 

hopes  8       7       1- 

Service 

reputation 
Financial  -       2       11 

Pressure  from 

others  -       1       4       - 

Desire  to  help 

others  -       1       1       1 

Easy  access         -       1       1       - 
Other  4       -       _       1 


101 

Although  finances  clearly  were  a  significant  motivator 
for  symptomatic  volunteers  to  participate  in  research,  it 
was  not  ranked  the  primary  reason  for  seeking  treatment  (as 
noted  in  Table  4-13).   Seventeen  of  the  volunteers  indicated 
that  "hopes"  for  a  helpful  treatment  were  their  first 
priority,  while  "finances"  were  ranked  highest  by  only  3. 
The  remaining  13  ranked  finances  as  their  second,  third,  or 
fourth  priorities.   On  the  other  hand,  the  greatest  number 
(n  =  14)  of  clinic  patients  indicated  that  "being  referred" 
was  their  primary  reason  for  seeking  treatment  from  the 
outpatient  services  and  another  7  ranked  it  second.   Unlike 
the  symptomatic  volunteers,  only  8  of  the  patients  ranked 
"hopes"  for  treatment  as  first  priority,  while  8  more  ranked 
it  as  second  or  third  in  importance  (see  Table  4-14) . 

In  terms  of  absolute  numbers  of  responses,  "Hopes  that 
a  new  drug/treatment  will  work"  was  the  greatest  priority 
for  both  the  symptomatic  volunteers  and  the  clinic  patients. 
However,  the  fators  of  "finances"   and  "being  referred"  were 
significantly  different  between  the  groups.   Furthermore, 
the  rank  ordering  of  the  identified  factors  indicated  a 
difference  in  the  influence  of  the  individual  factors  upon 
decision  to  seek-help  within  each  group. 

Significant  differences  were  found  between  symptomatic 
volunteers  and  clinic  patients  on  the  importance  of  finances 
and  the  role  of  referral  in  the  decision  to  seek  treatment 
from  a  clinical  trial  or  from  an  outpatient  treatment 
setting.   In  addition,  differences  were  found  in  the  rank 
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orders  of  reasons  selected.   Hopes  for  an  effective 
treatment  were  more  important  than  financial  reasons  for 
most  symptomatic  volunteers,  while  being  referred  far 
outweighed  treatment  hopes  as  a  decision  factor  for  clinic 
patients.   On  the  basis  of  these  findings,  null  hypothesis 
4  was  rejected. 


Ho5:   There  will  be  no  difference  between 
symptomatic  volunteers  and  clinic  patients  on  the 
basis  of  level  of  depression,  as  measured  by  the 
Beck  Depression  Inventory. 

Level  of  depression,  as  measured  by  the  total  score  on 
the  Beck  Depression  Inventory,  did  not  differ  statistically 
significantly  between  the  groups  (t  =  1.30,  df  =  58, 
E  >  .05).   However,  analysis  of  each  inventory  item 
indicated  that  the  groups  differed  significantly  on  three 
aspects  of  their  depressive  experience  (see  Table  4-15) . 
Symptomatic  volunteers  reported  more  intense  experience  of 
sadness  and  discouragement  about  the  future  than  did  clinic 
patients.   In  addition,  they  reported  more  intense  loss  of 
interest  in  others. 


103 


Table  4-15.   Mean 

Beck  Depression 

Inventory 

Scores 

by  Group 

Symptomatic 

Clinic 

Volunteers 

Patients 

Symptoms 

M 

s.d. 

M 

s.d. 

t 

Sadness 

1.66 

0.84 

1.10 

1.02 

2.33* 

Discouragement 

1.70 

1.70 

1.17 

1.03 

2.11* 

Failure  feelings 

1.16 

0.95 

1.03 

1.06 

0.51 

Loss  of  enjoyment 

1.66 

0.80 

1.53 

0.97 

0.58 

Guilt 

1.03 

0.71 

1.06 

1.03 

-.15 

Depression  as 

punishment 

0.96 

1.18 

1.37 

1.44 

-1.2 

Sel f -deprecation 

1.37 

0.76 

1.27 

0.98 

0.44 

Self-blame 

1.40 

0.81 

1.06 

0.84 

1.54 

Suicidal  ideation 

1.10 

0.88 

0.78 

0.83 

1.39 

Crying 

1.50 

1.00 

1.16 

1.20 

1.16 

Irritability 

1.10 

0.80 

1.17 

0.87 

-.31 

Interest  in 

others 

1.53 

0.78 

0.80 

0.81 

3.59* 

Decision  making 

1.60 

0.97 

1.17 

0.95 

1.75 

Attractiveness 

1.40 

1.07 

1.20 

1.19 

0.69 

Work  capability 

1.50 

0.68 

1.50 

0.90 

0.00 

Sleep  disturbance 

1.40 

1.00 

1.17 

0.95 

0.92 

Fatigibility 

1.33 

0.80 

1.40 

0.96 

-.29 

Appetite 

0.93 

0.98 

0.73 

0.90 

0.82 

Weight  loss 

0.57 

0.90 

0.78 

1.17 

-.80 

Health 

preoccupation 

0.90 

0.56 

1.23 

0.90 

-1.7 

Libido 

1.58 

1.02 

1.33 

1.18 

0.88 

Total  score 

27.33 

10.00 

23.56 

12.26 

1.30 

df  =  58  for  all  cases 
*  E  <  -05 


The  total  Beck  Depression  Inventory  score  frequency 
distribution  showed  a  marked  difference  in  response 
groupings  (see  Table  4-16) .   While  a  significant  proportion 
of  individuals  in  both  groups  had  Beck  Depression  Inventory 
scores  indicative  of  serious  depressive  symptomatology 
(i.e.,  a  BDI  score  >  20) ,  a  greater  number  of  symptomatic 
volunteers  (n  =  24)  than  clinic  patients  (n  =  15)  had  scores 
>  20.   This  indicates  that  although  a  great  number  of  both 
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volunteers  and  patients  were  seriously  depressed  by  clinical 
measures,  a  large  majority  of  the  symptomatic  volunteers 
were  subjectively  experiencing  intense  distress.   The 
association  between  group  membership  and  Beck  Depression 
Inventory  scores  scores  was  statistically  significant  (Chi- 
square  =  8.25,  df  =  3,  p  <  .05). 


Table  4-16.   Chi-square  Analysis  of 
Beck  Depression  Inventory  Scores 
for  Symptomatic  Volunteers  and  Clinic  Patients 


Range 

Symptomatic 
Volunteers 

Clinic 
Patients 

Row 
Total 

<19 
20-29 
30-39 

40+ 

6  (20%) 

9  (30%) 

12  (40%) 

3  (10%) 

15  (50%) 
7  (23%) 
4  (13%) 
4  (13%) 

21  (35%) 

16  (27%) 

16  (27%) 

7  (12%) 

Column  Total 

30  (50%) 

30  (50%) 

60  (100%) 

Differences  also  were  found  between  symptomatic 
volunteers  and  clinic  patients  in  the  strengths  of  specific 
depressive  symptoms.   Symptomatic  volunteers  were  sadder, 
more  discouraged,  and  less  interested  in  others  than  clinic 
patients.   An  additional  difference  was  found  in  the 
distribution  of  scores  within  groups.   However,  despite 
these  score  and  distribution  differences,  no  significant 
differences  in  mean  BDI  scores  was  found  between  symptomatic 
volunteers  and  clinic  patients  on  overall  level  of 
depression.   Therefore,  null  hypothesis  5  was  not  rejected. 
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Ho6:   There  will  be  no  difference 

between  symptomatic  volunteers  and 

clinic  patients  in  the  patterns  of 

coping  styles,  as  measured  by  the  Millon 

Behavioral  Health  Inventory. 

The  Millon  Behavioral  Health  Inventory  yields  a 
profile  of  coping  styles  using  a  base-rate  conversion  scale. 
No  significant  differences  between  the  groups  on  the  eight 
coping  styles  scores  (Table  4-17)  were  found  in  the  results 
of  the  initial  analyses.   It  is  notable  that  both 
symptomatic  volunteers  and  clinic  patients  tended  to  score 
high  on  inhibited  and  sensitive  coping  styles. 


Table  4-17.   Mean  Millon  Behavioral  Health  Inventory 
Coping  Styles  Scores  by  Group 


Symptomatic 

Clinic 

Volunteers 

Patients 

Coping  Style 

M 

s.d. 

M 

s.d. 

t 

Inhibited 

97.9 

22.6 

88.6 

31.1 

1.32 

Sensitive 

88.6 

23.9 

83.3 

27.7 

0.78 

Forceful 

47.9 

32.5 

48.4 

29.8 

-.06 

Respectful 

40.9 

18.7 

40.7 

24.9 

0.04 

Introversive 

40.4 

20.5 

39.3 

25.2 

0.19 

Cooperative 

39.3 

31.9 

40.5 

29.4 

-.15 

Confident 

21.6 

19.6 

21.9 

22.1 

-.06 

Sociable 

12.3 

17.2 

18.1 

21.8 

-1.1 

df  =  58  in  all  cases 

A  review  of  the  results  of  a  discriminant  function 
analysis  indicated  that  group  membership  could  be  accurately 
predicted  61.67%  of  the  time.   However,  with  a  base 
probability  of  50%  accuracy  on  two  groups,  the  error  rate  of 
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38.33%  was  far  too  high  to  consider  coping  style  profile  a 
valid  predictor  of  group  membership  (Wilks'  Lambda  =  .90, 
F  =  1.87,  Chi-square  =  5.33,  df  =  7,  p  >  .05). 

The  use  of  a  discriminant  function  analysis  failed  to 
allow  an  acceptable  ability  to  differentiate  symptomatic 
volunteers  from  clinic  patients  using  the  measures  of  coping 
styles.   Therefore,  null  hypothesis  6  was  not  rejected. 


Ho7:   There  will  be  no  difference  between 
symptomatic  volunteers  and  clinic  patients  in  the 
perceptions  of  psychosocial  stress  as  measured  by 
the  Millon  Behavioral  Health  Inventory. 
Differences  in  perceptions  of  psychosocial  stress  were 
analyzed  based  upon  the  psychogenic  attitudes  scales  of  the 
Millon  Behavioral  Health  Inventory.   Initial  t-test  analyses 
revealed  no  significant  differences  between  the  groups  on 
individual  scales  (see  Table  4-18) .   However,  upon 
completion  of  a  discriminant  function  analysis,  it  was  found 
that  perception  of  psychosocial  stressors  was  a  somewhat 
better  predictor  of  group  membership  than  was  style  of 
interacting  with  health  care  givers  (Wilks'  Lambda  =  .71,  F 
=  5.37,  Chi-square  =  18.37,  df  =  5,  p  <  .05).   Of  the 
variables  entered  into  the  discriminant  analysis,  none 
individually  achieved  a  statistically  significant  F. 
However,  four  of  the  six  variables  were  included  in  the 
function.   The  strongest  discriminator  was  "somatic  anxiety" 
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which  weighted  heavily  for  clinic  patients  (P  =  3.70,  e  < 
.05).   Variables  entered  at  subsequent  steps  discriminated 
for  symptomatic  volunteers  and  included  "future  despair"  (F 
=  5.12,  E  <  .05),  "chronic  tension"  (F  =  6.50,  p  <  .05),  and 
"social  alienation"  (F  =  5.37,  p  <  .05). 


Table  4-18.   Mean  Millon  Behavioral  Health  Inventory 
Psychogenic  Attitudes  Scales  Scores  by  Group 


Symptomatic 

Clinic 

Volunteers 

Patients 

Scale 

M 

s.d. 

M 

s.d. 

t 

Premorbid 

pessimism 

79.1 

17.7 

76.6 

20.8 

0.51 

Future  despair 

78.9 

18.0 

74.2 

21.1 

0.94 

Social 

alienation 

78.7 

22.6 

69.1 

25.9 

1.52 

Somatic  anxiety 

65.9 

17.7 

73.0 

22.3 

-1.3 

Chronic  tension 

61.8 

25.4 

52.6 

28.7 

1.32 

Recent  stress 

60.6 

20.4 

60.9 

17.7 

-.08 

df  =  58  for  all  cases 
*  E  <  .05 


Despite  the  statistical  significance  of  the 
discriminant  function,  the  mean  error  rate  for 
classification  based  upon  attitudes  towards  psychogenic 
stress  was  28.3%.   Although  this  error  rate  is  too  large  to 
allow  for  a  reliable  prediction  of  group  membership,  it  rate 
does  reflect  a  trend  towards  differences  between  the  groups 
in  the  perception  of  stress. 

Because  the  results  of  a  discriminant  function  analysis 
also  did  not  provide  an  acceptable  ability  to  differentiate 
symptomatic  volunteers  from  clinic  patients  using  measures 
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of  perceptions  of  psychosocial  stress,  null  hypothesis  7 
was  not  rejected. 

Summary 

No  statistically  significant  differences  were  found 
between  symptomatic  volunteers  and  clinic  patients  on 
demographic  variables,  overall  level  of  depression,  or 
styles  of  interacting  with  health  care  givers  (coping 
styles) .   Differences  were  found  between  the  groups  in  their 
perceptions  of  psychosocial  stress  in  that  symptomatic 
volunteers  were  more  despairing  about  the  future  and 
perceived  their  lives  as  containing  more  chronic  tension  and 
social  alienation  than  were  clinic  patients.   Relatedly, 
clinic  patients  were  more  concerned  about  their  physical 
health.   Nevertheless,  these  differences  were  insufficient 
to  be  valid  prediction  criteria. 

Differences  between  symptomatic  volunteers  and  clinic 
patients  were  found  in  the  relative  strengths  of  specific 
depressive  symptoms  and  in  the  distributions  of  depression 
severity.   Symptomatic  volunteers  reported  a  type  of 
depressive  presentation  focused  on  affective  rather  than  on 
somatic  symptoms  of  the  disorder.   Furthermore,  a 
significantly  greater  proportion  of  them  reported  symptoms 
indicative  of  serious  depressive  symptomatology.   The  most 
striking  differences  between  the  groups  were  the  reasons 
indicated  for  seeking  treatment  through  the  study  or  the 
outpatient  services.   Symptomatic  volunteers  were 
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differentially  concerned  about  finances  in  selection  of  a 
treatment  modality.   Nevertheless,  their  primary  goal  in 
seeking  help  was  locating  an  "effective  treatment."   Clinic 
patients  listed  their  primary  reason  for  seeking  help  as 
"being  referred"  by  a  physician  or  therapist.   Their  hope 
for  an  effective  treatment,  although  important,  held  a 
secondary  position. 


CHAPTER  V 
DISCUSSION 


The  availability  of  volunteers  for  research  on 
antidepressant  medications  has  raised  questions  about  the 
similarity  of  symptomatic  volunteers  to  clinic  patients. 
Counselors  are  concerned  about  the  motivations  and  clinical 
profiles  of  non-help-seekers  who  pursue  treatment  when 
offered  the  opportunity  through  a  research  protocol .   In 
addition,  the  pharmaceutical  industry  and  physicians  are 
concerned  about  the  general izability  of  research  conducted 
on  symptomatic  volunteers  to  clinical  populations. 

Limitations  to  Generalizability 
The  primary  limitation  of  this  study  was  patient  self- 
selection.   Initially,  all  new  patients  to  the  clinic  were 
asked  to  come  40  minutes  early  to  their  first  appointment 
to  "complete  paperwork."  This  sampling  method  was  chosen  to 
ensure  that  all  appropriate  patients  would  be  included  in 
the  patient  sample.   When  this  procedure  was  used  for  a  few 
weeks,  it  was  found  that  it  did  not  work.   The  method 
involved  three  secretaries  remembering  to  ask  new  patients 
to  come  early,  the  receptionist  being  actively  involved  in 
handing  out  packets,  and  patient  willingness  to  come  in  much 
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before  their  appointment  times.   Unfortunately,  using  these 
procedures,  sufficient  data  collection  did  not  take  place 
and  sufficient  appropriate  patients  were  not  being  surveyed. 
As  a  result,  the  method  was  changed.   In  the  revised 
procedure,  a  questionnaire  packet  was  mailed  to  all  patients 
as  soon  as  an  appointment  was  scheduled.   The  immediate 
mailing  ensured  sufficient  time  for  return  prior  to  the 
appointment.   Packets  were  exactly  like  those  for  the 
symptomatic  volunteers,  except  for  the  cover  letter 
(Appendix  C) .   This  method  of  data  collection  was  far  more 
efficient  and  effective.   Nevertheless,  the  patient  response 
rate  of  51%  indicated  some  self-selection. 

Symptomatic  volunteers  were  asked  if  they  would 
participate  in  the  study.  Therefore,  the  high  return  rate 
(88%)  may  have  reflected  a  feeling  of  commitment  to  respond 
or  it  may  have  reflected  a  greater  willingness  to  volunteer. 
However,  the  factors  that  enter  into  these  response  patterns 
cannot  be  determined  from  the  results  of  this  study.   In 
either  case,  the  discrepancy  in  return  rate,  although  not 
statistically  significant,  indicated  some  sample  self- 
selection  which  limits  generalizability. 

Another  limitation  of  this  study  was  the  nature  and  the 
concomitant  organizational  policies  of  the  treatment 
setting.   The  research  was  conducted  in  a  university-based 
outpatient  psychiatry  service.   This  influenced  the  study  in 
two  important  ways.   First,  the  various  medical  practice 
groups  within  the  University  Health  Center  (i.e.,  the 
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umbrella  organization)  which  comprised  the  private  practice 
operations  of  the  departments  within  the  medical  school 
referred  patients  to  one  another  in  an  effort  to  provide 
service  of  a  known  quality  level  and  to  maintain  patient 
care  in  a  centralized  system.   Frequently,  patients  with 
complex  psychological  or  medical  situations  were  referred  to 
the  outpatient  psychiatry  services  for  evaluation  and 
treatment.   In  addition,  the  University  Associates  in 
Psychiatry  used  a  sliding  scale  fee  system  and  accepted 
assignment  from  Blue  Cross/Blue  Shield  and  Medicaid.   This 
meant  that  no  individual  was  refused  service  for  financial 
reasons.   Because  there  was  no  way  to  compare  patient 
perceptions  of  this  setting  to  private  clinicians,  there  was 
no  way  to  determine  if  the  sampled  patients  were  similar  to 
those  who  seek  treatment  in  the  community.   Therefore,  the 
nature  of  the  setting,  the  close  interface  with  other 
physician  groups,  and  accessibility  to  treatment  regardless 
of  financial  status  may  have  been  confounding  variables  in 
assessing  the  motivations  and  clinical  profile  of  clinic 
patients. 

Discussion 
No  statistically  significant  differences  between 
symptomatic  volunteers  and  clinic  patients  in  terms  of 
demographic  variables,  overall  severity  of  depression, 
styles  of  interacting  with  health  care  givers  (coping 
styles) ,  or  perceptions  of  psychosocial  stress  were  found 
in  this  study.   These  findings  are  consistent  with  those  of 
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Hersen,  Bellack,  and  Hiitmielhoch  (1981)  who  also  did  not  find 
differences  in  levels  of  depression,  demographics,  and 
social  adjustment  between  groups  of  solicited  and 
unsolicited  female  participants  in  a  multi-modal  depression 
treatment  study.   However,  the  results  of  the  present  study 
differ  from  the  findings  of  Parker  and  Blignault  (1983)  and 
Thase  et  al.  (1984)  who  found  symptomatic  volunteers  to  be 
slightly  less  depressed  and  more  likely  to  be  married  than 
the  clinic  samples. 

Differences  in  the  literature,  however,  might  be 
attributable  to  differences  in  sampling  methods.   Similarly, 
there  is  an  important  sampling  distinction  between  previous 
studies  of  symptomatic  volunteers  and  this  study.   The  focus 
of  previous  research  has  been  on  those  individuals  who  have 
been  accepted  into  the  clinical  studies.   That  process  of 
selecting  patients  for  research  may  have  eliminated  those 
who  deviated  from  an  expected  clinic  population.   Because 
the  focus  of  this  study  was  on  differences  between 
individuals  who  sought  treatment  through  research  or 
traditional  channels,  all  potential  study  patients  and  all 
new  clinic  patients  meeting  the  study  criterion  of  a  BDI 
score  >  10  were  included.   Thus,  this  study  provided  a 
perspective  that  eliminated  the  selection  bias  inherent  in 
examining  the  characteristics  of  only  those  individuals  who 
had  been  selected  for  clinical  research. 

Although  the  symptomatic  volunteers  and  clinic  patients 
were  similar  in  their  overall  level  of  depression,  the 
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symptomatic  volunteers  tended  to  experience  depressive 
affect  more  than  many  of  the  new  clinic  patients.   The 
comparatively  greater  sadness,  discouragement,  and  loss  of 
interest  in  others  may  have  contributed  to  the  perception  of 
both  external  and  emotional  barriers  to  treatment.   It  is 
possible  that  an  individual  so  hampered  by  negative 
cognitive  functioning  would  tend  to  feel  that  help  was 
unavailable  or  too  difficult  to  find.   The  feeling  that  help 
is  inaccessible  or  too  difficult  to  attain  has  been 
implicated  as  a  primary  deterrent  to  treatment-seeking 
(Brown,  1978) .   In  addition,  the  fatigibility  which  is 
symptomatic  of  depression  may,  in  fact,  limit  an 
individual's  ability  to  explore  the  realities  of  treatment 
cost  and  accessibility. 

The  difference  in  distribution  of  depression  scores  may 
be  attributable  to  the  sampling  methods.  Symptomatic 
volunteers  were  recruited  on  the  basis  of  their  depressive 
symptoms.   Recruitment  advertisements  listed  psychological 
and  neurovegetative  symptoms  of  depression  as  a  means  for 
problem  identification.   Furthermore,  telephone  respondents 
to  the  advertisement  were  questioned  about  the  presence  of 
specific  depressive  symptoms.   It  is  reasonable  to  infer 
that  individuals  exposed  to  information  that  cues  them  on 
potential  symptoms  might  be  more  aware  of  those  symptoms  and 
rate  themselves  higher  on  them.   Furthermore,  those 
individuals  self-selected  to  answer  the  advertisement  based 
upon  their  experience  of  the  listed  symptoms.   The  clinic 
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population  was  probably  more  naive  to  the  symptoms  of 
depression  since  they  had  not  recently,  if  ever,  been 
exposed  to  the  diagnostic  criteria  for  depression. 
Furthermore,  clinic  patients  had  not  been  asked  to 
participate  in  the  study  because  they  recognized  their 
symptoms  of  depression.   Rather,  they  were  new  patients  who 
evidenced  the  presence  of  depressive  symptomatology. 
Therefore,  although  symptomatic  volunteers  scored  higher  on 
the  Beck  Depression  Inventory,  an  impressive  number  of  the 
clinic  patients  gave  responses  indicative  of  serious 
depressive  symptomatology.   In  view  of  their  stated  primary 
reason  for  seeking  treatment  (i.e.,  "being  referred")  and 
the  absence  of  a  statistically  significant  difference 
between  the  groups  on  overall  level  of  depression,  this 
implies  that  many  people  who  seek  treatment  may  not  be 
cognizant  of  the  relationship  between  physiological  symptoms 
and  psychological  state.   It  also  may  imply  that  exposure  to 
the  diagnostic  criteria  may  increase  awareness  of  depressive 
symptomatology  and  self-ratings  of  the  presence  of  those 
symptoms.   Nevertheless,  exposure  (even  vicarious)  to  mental 
health  services  and  education  has  been  shown  to  facilitate 
help-seeking  among  depressed  individuals  (Yokopenic,  Clark, 
&  Aneshensal,  1979).   To  what  extent  the  difference  in 
distribution  indicates  an  educational  process  that  impacts 
on  help-seeking  or  a  by-product  of  sampling  methods  cannot 
be  determined  from  this  study.   Nevertheless,  it  is  an 
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important  consideration  in  the  discussion  of  recommendations 
for  farther  study. 

Clinic  patients  were  less  influenced  by  financial 
reasons  to  seek  a  specific  treatment  than  were  symptomatic 
volunteers.   Although  symptomatic  volunteers  and  clinic 
patients  were  similarly  influenced  by  the  hopes  that  a  new 
treatment  or  procedure  would  be  helpful  to  them,  this  factor 
was  differentially  expressed.   Fourteen  (47%)  of  the  clinic 
patients  ranked  "being  referred"  as  the  primary  reason  for 
seeking  treatment,  whereas  8  ranked  "hopes  for  the  success 
of  a  new  treatment"  as  first  and  8  more  ranked  it  second  or 
third  in  priority  for  pursuing  treatment.   Among  the 
symptomatic  volunteers,  17  (57%)  listed  hopes  for  a  new 
treatment  as  the  primary  reason  for  seeking  help.   This  is 
consistent  with  findings  that  help-seeking  is  related  to 
positive  expectations  about  treatment  efficacy  (Cash,  Kerr, 
&  Salzbach,  1978;  Veroff,  1981)  and  that  finances  may  be  a 
serious  but  not  primary  consideration  in  the  decision  to 
seek  help  (Yokopenic,  Clark,  &  Aneshensel,  1983). 
Nevertheless,  for  symptomatic  volunteers,  finances  were  a 
differentially  significant  factor  in  the  decision  to 
participate  in  clinical  research  in  lieu  of  seeking  help 
through  an  outpatient  service. 

Although  there  was  no  significant  difference  between 
the  groups  in  terms  of  mean  income  or  distribution  of 
income,  finances  apparently  played  an  important  role  in  the 
decision  to  seek  treatment  through  research  for  the 
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symptomatic  volunteers.   At  the  same  time,  finances  were  of 
little  concern  to  the  referred  patients.   It  may  be  that,  by 
being  referred,  the  clinic  patient  is  not  forced  to  make  a 
decision  about  the  necessity  for  treatment,  where  to  go  for 
treatment,  or  its  availability.   Symptomatic  volunteers,  on 
the  other  hand,  must  decide  that  treatment  is  necessary. 
This  would  seem  to  be  a  difficult  self-assertion  for  an 
individual  who  is  experiencing  the  loss  of  interest  in  life 
and  discouragement  of  depression. 

There  have  been  no  other  studies  to  date  comparing  the 
coping  styles  or  perceptions  of  psychosocial  stress  of 
symptomatic  volunteers  and  clinic  patients.   Although  this 
study  revealed  no  specific  statistically  significant 
differences  between  the  groups  in  regard  to  these  factors, 
symptomatic  volunteers  showed  a  tendency  towards  perception 
of  their  life  as  containing  more  despair  about  the  future, 
chronic  tension,  and  social  alienation  than  clinic  patients. 
Conversely,  clinic  patients  expressed  more  somatic  anxiety. 
The  tendency  for  somatic  symptoms  to  precipitate  help- 
seeking  has  been  observed  by  Moore,  Silimperi,  and  Bobula 
(1978)  and  Widmer  and  Cadoret  (1983).   Furthermore,  clinic 
patients'  somatic  anxiety,  coupled  with  the  noted  importance 
of  being  referred,  is  consistent  with  the  literature 
indicating  that  depression  is  the  most  common  psychiatric 
disorder  presented  to  family  medicine  practitioners  (Justin, 
1976;  Moore,  Silimperi,  &  Bobula,  1978;  Werkman,  Mallory,  & 
Harris,  1976;  Widmer  &  Cadoret,  1983). 
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Implications 

This  study  has  implications  for  counseling  theory, 
training,  and  practice.   In  addition,  it  has  important 
implications  for  the  pharmaceutical  industry  in  the 
development  of  new  medications  for  the  treatment  of 
depression. 

Help-seeking  theory  implies  that  problem  recognition, 
expectations  of  treatment  efficacy,  and  lack  of  sufficient 
informal  networks  contribute  far  more  than  financial  issues 
in  the  decision  to  seek  help  from  formal  networks.   However, 
although  hopes  for  an  effective  treatment  were  a  major 
factor  in  the  decision  to  seek  help  in  this  study,  it  was 
not  the  only  consideration  in  treatment-seeking  behavior. 
Counselors  and  counselors-in-training  should  be  sensitized 
to  the  effect  of  perceived  treatment  barriers  among  the 
depressed.  In  addition,  they  need  to  be  able  to  recognize 
when  medical  consultation  is  required  to  discriminate 
physiological  illness  from  the  somatic  symptoms  of 
depression.   In  practice,  this  means  two  things.   First,  the 
issue  of  accessibility  implies  the  need  for  a  focus  on 
marketing  counseling  services  in  a  manner  which  would 
address  the  unspoken  concerns  endemic  to  the  depressive 
disorder.   Appropriate  marketing  of  treatment  services  may 
be  equally  as  important  as  the  actual  availability  of  those 
services.   That  is,  marketing  of  information  related  to 
accessibility  of  services  might  enhance  willingness  to  seek 
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treatment  among  individuals  who  recognize  their  depression. 
In  addition,  marketing  of  treatment  availability  might 
strengthen  the  pattern  of  referral  of  depressed  individuals 
for  counseling  by  family  physicians.   Therefore,  community 
education  about  depression  and  its  symptoms  might  be  a  tool 
to  enhance  problem  recognition  and  appropriate  treatment- 
seeking.   Second,  any  health  preoccupation  should  be 
explored  carefully  by  counselors  with  counselees.   Because 
depression  may  be  a  symptom  of  physical  illness,  and, 
conversely,  physical  symptoms  may  accompany  and  sometimes 
overshadow  depressive  mood,  counselors  need  to  actively 
engage  in  a  relationship  with  a  medical  consultant  in  the 
determination  of  need  for  appropriate  concurrent  treatment. 

The  implication  of  this  study  for  the  pharmaceutical 
industry  is  far  more  specific.   This  study  confirmed  the 
supposition  that  symptomatic  volunteers  are  similar  to 
clinic  populations.   Therefore,  symptomatic  volunteers  are  a 
viable  population  for  testing  of  new  medications  to  treat 
depression  and  the  need  for  recruitment  of  symptomatic 
volunteers  does  not  detract  from  the  general izability  of 
testing  results. 

Recommendations 
Although  significant  differences  were  not  found  between 
the  groups  on  most  of  the  measures  used,  this  does  not  imply 
that  the  groups  were  completely  equivalent.   The 
availability  of  depressed  individuals  who  respond  to 
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recruitment  efforts  of  clinical  investigators  points  to  an 
unmet  treatment  need  of  undetermined  source.   Furthermore, 
unlike  the  patterns  of  research  volunteer  behavior 
delineated  in  the  previous  literature  (e.g.,  Rosenthal  & 
Rosnow,  1978) ,  symptomatic  volunteers  did  not  volunteer  for 
research  because  of  an  academic  interest  in  the  topic, 
expecting  to  be  favorably  regarded  by  the  investigator,  an 
appreciation  of  the  importance  of  the  research,  or  because 
they  felt  "more  competent"  by  volunteering.   Consistent  with 
the  findings  of  Rosenthal  and  Rosnow  (1978) ,  it  could  be 
argued  that  symptomatic  volunteers  had  an  "interest  in  the 
topic"  because  of  their  symptoms,  and  "an  expectation  of 
material  reward"  in  the  form  of  treatment.   Nevertheless, 
the  unique  form  of  this  "interest"  and  "material  reward" 
renders  the  application  of  volunteer  principles  determined 
on  a  "normal"  (e.g.,  college  student)  population 
questionable  for  a  symptomatic  group.   This  indicates  that 
the  influence  of  motivational  factors  related  to 
volunteer ism  in  the  unique  circumstances  of  clinical 
research  needs  to  be  further  explored.   Moreover,  the  link 
between  exposure  to  diagnostic  information,  self -rating  of 
symptoms,  and  help-seeking  needs  to  be  further  studied.   The 
impact  of  public  education  on  help-seeking  and  of  the  effect 
of  knowledge  on  self-rating  of  depressive  symptomatology 
might  be  an  important  link  to  understanding  what  types  of 
information  the  lay-person  needs  in  order  to  make  informed 
decisions  about  the  need  for  treatment.   Further  study  of 
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the  diagnostic  information  necessary,  motivations  of  help- 
seekers,  and  influence  of  specific  depressive  symptoms  on 
treatment-seeking  may  also  provide  important  information 
about  ways  in  which  treatment  could  be  marketed  and 
presented  in  order  to  enhance  willingness  to  seek  treatment 
among  the  greatest  numbers  of  depressed  people. 

Summary 

Symptomatic  volunteers  are  not  significantly  different 
from  clinic  patients  in  terms  of  demographic 
characteristics,  styles  of  interacting  with  health  care 
givers  (coping  styles) ,  or  perceptions  of  psychosocial 
stress.   Symptomatic  volunteers  exhibited  significantly  more 
sadness,  discouragement,  and  less  interest  in  others, 
despite  no  significant  difference  between  them  and  clinic 
patients  in  overall  severity  of  depression.  Furthermore,  a 
significantly  greater  proportion  of  symptomatic  volunteers 
reported  serious  difficulty  with  depressive  symptomatology. 
Clinic  patients  were  less  likely  to  report  financial 
considerations  as  important  in  seeking  treatment. 
Furthermore,  clinic  patients  were  more  likely  to  report 
referral  as  their  primary  motivation  for  seeking  treatment, 
whereas  symptomatic  volunteers  indicated  that  hope  for  an 
effective  treatment  was  their  principal  motivation. 

The  results  of  this  study  suggest  that  the  pool  of 
individuals  who  seek  treatment  through  a  research  study  and 
the  pool  of  individuals  who  seek  help  through  outpatient 
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counseling  services  are  alike  in  demographic  and  clinically 
relevant  ways.   The  most  significant  differences  related  to 
the  decision  regarding  the  means  for  seeking-treatment  are 
in  the  strength  of  depressive  symptoms  and  in  the  factors 
considered  in  the  decision  about  where  and  how  to  seek 
treatment.   These  differences  may  be  attributable  to  the 
perceived  access  of  the  populations  to  the  treatment 
situation. 


APPENDIX  A 
DEMOGRAPHICS/REASONS  FOR  TREATMENT 
MODE  SELECTION  QUESTIONNAIRE 


DEMOGRAPHICS 

Please  complete  this  demographics  sheet.   It  is  for 
statistical  purposes  only  and  will  be  separated  from  your 
other  forms.   Thank  you. 

1)    Your  age: 2)    Your  gender:   M  /  F 

3)  Number  of  years  of  completed  education: 

12  3  4  5  6  7  8     9  10  11  12     13  14  15  16    17  18  19  20 
Grade/Middle  School   High  School  College/Trade  Grad  School 

4)  Marital  Status:   Single  (Never  married)    Divorced 

Married  Remarried 

Separated  Cohabitating 

5)  Family  Income  to  the  nearest  $1000:   


REASON  FOR  COMING  TO  US:   Please  check  any  of  the  categories 
below  which  influenced  your  decision  to  contact  this 
particular  treatment  service  as  opposed  to  others  that  are 
available  in  the  community.    You  may  have  only  one  reason, 
or  as  many  as  eight  reasons.    After  you  have  checked  them, 
please  number  their  importance.   Write  a  "1"  next  to  the 
most  important  reason,  "2"  next  to  the  second  most  important 
reason,  and  so  on  for  each  reason  you  indicated. 

REASONS  RANK  OF 

IMPORTANCE 

1)  Finances/Cost  of  Services  

2)  Referred  by  Physician,  Therapist,  or  Agency  

3)  Pressure  from  Family  or  Friends  

4)  Desire  to  Help  Others  or  Further  Science  

5)  Easy  Access  To  Talk  With  Someone  


6)  Hope  that  a  New  Drug/Treatment  Will  Work 

7)  Reputation  of  the  Service/Therapist 

8)  Other  SPECIFY: 


Thank  you  for  your  cooperation.   Please  complete  the  other 
two  forms . 
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APPENDIX  B 
COVER  LETTER  TO  SYMPTOMATIC  VOLUNTEERS 


Dear  Volunteer: 

Thank  you  for  your  willingness  to  participate  in  our  survey 
research.   This  study  is  part  of  several  studies  being 
conducted  in  our  outpatient  services.   These  studies  look  at 
the  characteristics  of  people  who  contact  us  for  treatment. 
We  hope  that  by  examining  the  types  of  individuals  seeking 
help,  we  might  be  able  to  help  design  our  services  so  that 
the  greatest  number  of  people  are  best  served.   The 
questions  that  we  are  examining  are:   a)   How  depressed  are 
the  people  who  call  us?  b)   What  are  the  demographic 
characteristics  of  the  people  who  call  us?   c)   What 
motivates  people  to  seek  treatment  through  our  services?  d) 
What  are  the  characteristic  styles  of  the  people  who  call  us 
regarding  interaction  with  health  care  givers?   e)  What  are 
the  characteristic  styles  of  the  people  who  call  us  in 
response  to  stress?  Although  there  are  no  direct  benefits 
to  you  for  participation  in  this  study,  you  may  help  us 
design  our  services  to  better  address  the  needs  of  the 
community. 

You  do  not  need  to  put  your  name  on  any  of  the  forms.   Any 
forms  you  fill  out  will  be  completely  confidential  and  will 
be  treated  with  the  same  care  as  clinical  records.   Reported 
data  will  be  grouped  to  maintain  patient  confidentiality. 
Your  responses  to  these  inventories  will  not  be  able  to  be 
traced  to  any  individual,  nor  will  your  participation  in 
this  study  bias  your  treatment  at  the  University  Associates 
now  or  in  the  future. 

If  you  have  any  questions  about  the  studies  or  the  study 
procedures,  you  may  call  the  principal  investigator, 
Geraldine  Amori,  M.S.,  Clinical  Research  Coordinator, 
Psychopharmacology  Service,  at  656-4560. 

Please  complete  the  enclosed  forms  and  return  them  in  the 
enclosed  self -addressed,  stamped  envelope.   The  forms  should 
take  you  no  longer  than  30  -  40  minutes  to  complete. 

Thank  you  for  your  assistance. 

Sincerely, 


Geraldine  Amori,  M.S. 
Clinical  Research  Coordinator 
Psychopharmacology  Service 
University  Associates  in  Psychiatry 
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APPENDIX  C 
COVER  LETTER  TO  NEW  CLINIC  PATIENTS 


Dear  New  Patient: 

We  are  doing  several  studies  in  our  outpatient  services. 
These  studies  look  at  the  characteristics  of  our  patients. 
We  hope  that  by  doing  so,  we  might  be  able  to  help  design 
our  services  so  that  the  greatest  number  of  people  are  best 
served.   The  questions  that  we  are  examining  are:   a)   How 
depressed  are  the  people  who  call  us?  b)   What  are  the 
demographic  characteristics  of  the  people  who  call  us?   c) 
What  motivates  people  to  seek  treatment  through  our 
services?  d)  What  are  the  characteristic  styles  of  the 
people  who  call  us  regarding  interaction  with  health  care 
givers?   e)  What  are  the  characteristic  styles  of  the  people 
who  call  us  in  response  to  stress? 

The  benefits  of  participation  in  this  study  are  twofold. 
Your  therapist  has  increased  treatment-related  information, 
at  no  cost  to  you.   You  also  help  future  patients  by  helping 
us  learn  how  to  best  serve  our  patients. 

Any  forms  you  fill  out  will  be  completely  confidential  and 
will  be  treated  as  clinical  records.   Reported  data  will  be 
grouped  to  maintain  patient  confidentiality.   Your  responses 
to  these  inventories  will  not  bias  your  treatment  at  the 
University  Associates  now  or  in  the  future. 

If  you  are  willing  to  participate,  but  do  not  want  your 
therapist  to  receive  the  findings  of  the  questionnaires,  you 
may  indicate  this  on  the  bottom  of  the  green  sheet. 

Please  return  the  questionnaires  in  the  enclosed,  stamped, 
self -addressed  envelope  prior  to  your  first  appointment. 
The  forms  should  take  you  no  more  than  20-30  minutes  to 
complete. 

If  you  have  any  questions  about  the  forms  or  the  research, 
please  feel  free  to  call  me  at  (802)  656-4560.   I  will  be 
more  than  happy  to  talk  with  you. 

Thank  you  for  your  cooperation. 

Sincerely, 


Geraldine  Amori,  M.S. 
Clinical  Research  Coordinator 
Psychopharmacology  Service 
University  Associates  in  Psychiatry 
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